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The two decades from 1990 to 2010 witnessed a remarkable 
increase in research on sexuality, gender relations, domestic violence, 
and related issues throughout South Asia. The threat of the HIV/
AIDS epidemic was of course a major driving force behind much 
of this activity. In India a growing interest in women’s reproductive 
health was prompted by the groundbreaking 1989 study in The Lancet 
by Rani Bang, Abhay Bang, and associates in which they reported on 
the high prevalence of gynaecological diseases among rural Indian 
women. In neighboring Bangladesh research on reproductive health 
and sexuality gained momentum with the 1981 publication by 
ICDDR,B of a large-scale investigation of beliefs and fertility in that 
country by Clarence Maloney, K.M.A. Aziz, and P.C Sarker. Their 
quantitative and qualitative data included in-depth interviews and 
survey responses about sexuality, frequency of coitus, contraception, 
and other sensitive topics. The 1994 UN Conference on Population 
and Development, in Cairo, also created awareness of the need for 
research on sexuality and reproductive health. 
The advent of the HIV/AIDS epidemic in Bangladesh and India 
highlighted the need for much more intensive research focused on male 
sexual behavior and male reproductive health concerns, as well as the 
dynamics of commercial sex work and the complexities of gender rela-
tions. Moni Nag’s influential 1996 book on sexual behaviour and AIDS 
in India was followed extensive research based on studies in South Asia. 
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The chapters in this book, which present detailed studies from 
India and Bangladesh, add further depth to our understanding of 
sexuality, HIV/AIDS, and gender relations. One of the most striking 
results from recent research on male sexuality in South Asia, and these 
two countries in particular, has been the identification of complex 
sexual concerns among men about “semen loss,” “thinning of semen,” 
and related anxieties, stemming from ancient Ayurvedic physiological 
concepts. These sexual anxieties interact with concepts of masculinity 
to shape male sexuality.  Studies from Bangladesh describe how these 
anxieties contribute to risky sexual behaviors. Another critical topic il-
luminated by several chapters concerns patterns and causes of domestic 
violence.  These chapters also emphasize the need to develop effective 
policies and programs to mitigate the severity of domestic violence in 
these populations. Other chapters provide examples of the advantages 
of mixed-methods research. Many of the studies combine qualitative 
and quantitative data and analysis in ways that have developed more 
credible and useful information that allow programs to address the 
HIV/AIDS pandemic and other serious social issues.  
This volume would not have been completed without support 
and encouragement from many people. We are thankful to Sunita 
Mukherjee, formerly UNFPA country director for Bangladesh, who 
gave a small grant for analysis of the data; to our colleagues Sharif  
Mohammad Ismail Hossain and Moshiur Rahman, who assisted with 
the quantitative household survey; and to our young colleagues who 
spent long hours with informants to collect the qualitative data on vio-
lence and sexuality. We thank all of those young professionals, particu-
larly Shampa Maria D’Costa, Faria Hasan Khan, Sabiha Gulshan, Tripti 
Haque, and I. Bushra. We also appreciate the editorial support provided 
by Chris Parker and Deepika Ganju, and the assistance in finalizing 
some of the chapters provided by Shruti Goel and Anvita Dixit. 
For their help in the design, editing, and promotion of the book, we 
thank our colleagues at the Population Council, in particular Christina 
Tse, Robert Heidel, and Michael Vosika in Publishing and Creative 
Services and Sasha Gruber in the Office of Strategic Communications. 
M.E. Khan 





Pertti J. Pelto  
Isha Bhatnagar
In the past 15 years there has been a large increase in research 
about sexuality, masculinity, domestic violence, gender inequities 
and related topics in South Asian countries. The dimensions of 
men’s and women’s concepts of “masculinity” and sexuality, changing 
patterns of gender roles and the nature of violence are still only 
partly understood. The growing concern about the HIV/AIDS 
epidemic, beginning in the 1990s, brought about a large increase 
in biomedical and social science research as they relate to the risks 
of sexually transmitted infections. With heightened concerns about 
the mechanisms of spread of HIV infections (mainly through sexual 
contacts), many funding sources have supported research in those 
hitherto neglected topics. The wealth of new data about patterns of 
sexuality, linked to gender inequities, has shown that these issues have 
very serious consequences in relation to the spread of HIV infections. 
The papers assembled in this volume contribute to our knowledge, 
and show that issues related to masculinity, gender inequities, and 
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domestic violence are highly complex and changing. They suggest 
important priorities for interventions and highlight key issues for 
further research. The conceptual framework below (Figure 1.1) is 
a rough guide to some of the inter-relations in the research data 
presented in this collection of papers. 
In this conceptual model, a key outcome is the sexual risk behav-
iors of males. Also implied in this model is women’s inability to nego-
tiate the use of condoms and other safe sex practices in the domestic 
scene. Some of the studies reported in the following chapters suggest 
that the conceptual model has many complexities, often including 
two-directional interactions among some of these factors in gender 
relations. The dynamics of gender inequalities in South Asia make it 
very difficult for women to protect themselves from possible HIV/
STI infection risks brought about through their husbands’ risky sexual 
behaviors. Although the chapters are not primarily focused on the 
spread of HIV/AIDS infections, the implications of the patterns of 
masculinity and gender inequality point directly to such serious health 
consequences, as well as to other harm that they cause to relationships 



























FIGURE 1.1 The Conceptual Model
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South Asia is a mosaic of different cultures, economic zones, 
and variations in all aspects of sexuality and gender relations. On the 
one hand there are broad similarities in male-female relations and 
patterns of sexuality in most parts of Bangladesh and India, as well 
as significant differences. Within India, researchers must be aware of 
large regional differences in social and behavioral patterns between 
the northern and southern states, as well as some important variations 
in western and northeastern states. In particular, some researchers 
have found signs of somewhat more empowerment of women in the 
southern states. Other variations in socio-cultural patterns related to 
sexuality and gender inequalities are due to the influences of religion, 
socio-economic status, and educational levels. In Bangladesh, too, 
there are notable regional differences in socio-cultural patterns, in-
cluding gender relations. Our collection of studies covers a wide range 
of populations and communities in Bangladesh and India. The data 
show certain broad “modal patterns,” and at the same time we must 
caution that there are significant variations across geographic areas, as 
well as different sub-populations and societal categories. 
Chapters 2 and 3 explore the transition to sexual and married 
life of special populations such as young couples, women garment 
workers and young men. In Chapter 2, M.E. Khan, Isha Bhatnagar, 
and Sandhya Barge use qualitative, in-depth interviews to examine the 
persistent patterns of arranged marriage and sexual relations among 
newly married women and men in Vadodara district, Gujarat. Young 
men and women enter into marital unions and sexual relationships 
with little knowledge about reproductive health and sex, and are often 
at a disadvantage because of lack of correct information. The study 
shows that the process of marriage negotiation is undergoing some 
significant changes. More recently parents are providing opportunities 
for prospective marital partners to meet and briefly talk before mar-
riage. Also, the chapter identifies some important caste differences in 
young women’s roles in marriage negotiations. However, in the final 
decisions, views of the bridegroom are usually more valued than those 
of the prospective bride. An important observation of the study is that 
women with correct knowledge of sexual matters have less inhibition 
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and are more likely to enjoy sex than 
those with less information. Further, 
women reported that their first sexual 
experience was less traumatic if they 
talked about sex with their husbands 
and had experienced some foreplay 
before initiation of their first sexual 
intercourse. These points under-
line the importance of having more 
comprehensive knowledge about sex 
and the need for spousal communica-
tion on sexual relationships. Though 
the chapter reveals that changes are 
occurring in the expected conjugal relations, it shows that men largely 
believe that one’s wife cannot refuse sex (to her husband). Many men 
(and some women) believe that husbands have the right to become 
angry, and at times when persuasion does not work, they can have sex 
forcefully. Women, on the other hand, mainly regard sex as an act for 
procreation, and an expression of love and affection. It appears that 
the majority of women hesitate to express their sexual desires, and 
cannot initiate discussion about sex with their husbands, as they fear 
that they may be perceived to be ‘immoral women.’ The chapter notes 
that changes are occurring in these aspects of marital relationships, in-
cluding greater access of young people to information about sexuality 
in the mass media, and also increased levels of education, particularly 
among women. The chapter suggests interventions, particularly ways 
to increase spousal communication. 
In Chapter 3, M.E. Khan, Richard Anker, Aditi Aeron, and 
Ubaidur Rob look into the social and economic conditions of young 
women working in the garment industry and the effect of the indus-
try on their daily lives and sexual security. The chapter also explores 
the signs of increased empowerment among young women garment 
workers in Bangladesh. The workforce in the garment industry 
consists mainly of young women in their 20s who have little or no 
education and have migrated from rural areas in search of employ-
“ Young men and women enter into 
marital unions and 
sexual relationships 
with little knowledge 
about reproductive 
health and sex, and are 
often at a disadvantage 
because of lack of 
correct information.”
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ment. Participation in the paid labor force outside the home exposes 
women to threats regarding their safety, both at the workplace and 
while commuting to work. On the other hand, by working in gar-
ment factories, young women have gained not only an income, but 
also partial economic independence. With time, many women have 
become important earning members in their parental household and 
have experienced change in the attitudes of their family members 
towards them. Some of the young garment workers reported that their 
opinions are taken in family decisions and in matters of finance, and 
they have a greater say in the selection of marriage partners. 
In Chapter 4 Paula E. Hollerbach, Shivananda Khan, and Sharful 
Islam Khan explore complex sexual relationships of young men who 
have sex with men (MSMs), such as hijras (so-called “eunuchs”) and 
kothi men, and their perceptions of gender and sexual identity. This 
qualitative study, carried out in Dhaka, Bangladesh, contrasts the 
prevailing mainstream images of “masculinity” with the “non-mas-
culine” attitudes and behaviors of effeminate young men, particular 
those who are referred to as kothis. Unlike the predominant male 
population, kothis typically do not want to “prove their masculinity,” 
and many of them begin to engage in male-to-male sexual activities at 
a relatively young age. As in many social groups, these “deviant males” 
experience teasing and harassment, as well as physical and sexual 
violence. Often the kothis are thought to be victims of earlier sins that 
had taken place in the family. They are discriminated against in terms 
of education and employment, and are often perceived to be mentally 
disturbed persons and “criminals.” The study suggests that effective 
communication through NGOs and welfare societies for kothi men, 
and integration of reproductive health services for men in Health and 
Family Welfare Centers could help provide useful information and 
services to them. 
M.E. Khan and John W. Townsend, in Chapter 5, look into the 
perceptions of men and women about masculinity and assess how 
these perceptions influence physical and sexual violence in Bangla-
deshi households. Any attribute that helps a man to acquire superi-
ority, dominance, command and power is considered as masculine. 
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Satisfying one’s wife appeared to be one aspect of control over one’s 
wife. The perceived need to control wives may lead to physical vio-
lence, especially when the husband finds his authority being chal-
lenged. A significant association was found between risk behavior 
and perception of masculinity. ‘Real men’ who are honest and have 
a strong character (courageous and able to fight for honor) reported 
less risky behavior than those who did not report these ‘masculine’ 
characteristics. Regarding sexual issues, parents mainly talked to their 
children about the problems of risky sexual behavior with little men-
tion of family planning. Some parents thought it was inappropriate 
to talk to children about sexual matters, as they felt that it is a matter 
of shame, and that children would lose respect for their parents. Thus 
lack of effective communication is also a problem between parents 
and their children.
In Chapter 6, Suvakanta N. Swain, Pertti J. Pelto, and S.K. Singh 
show that men’s ideas about masculinities are ‘fluid’, rather than 
fixed and unchanging. The study is based on structured and in-depth 
interviews with men from Ganjam district, Odisha. Interviews with 
male migrants to distant work sites showed significant differences in 
masculinity attitudes, compared to the non-migrant males from the 
same communities. The quantitative study of 27 items to measure the 
degree of adherence to various aspects of masculinity focus on three 
major sub-domains of life: the familial, sexual, and general lifestyle. 
It was found that migrants on the whole have lower average scores 
on the masculinities scale compared to non-migrants, except for 
the sexual sub-domain. The study found the expected relationships 
between “high masculinity scores” and risky sexual behaviors, but the 
differences between migrants and non-migrants in masculinity beliefs 
suggest that socio-economic environments and work experiences can 
have strong effects on beliefs, and that interventions can be designed 
to bring about needed modifications in these male attitudes. The study 
also shows that masculinity concepts comprise a complex of different 
sub-domains of ideas and behaviors. The study shows that the sub-do-
main of masculinity attitudes is likely to respond in quite different 
ways to external influences such as work environments. 
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In Chapter 7, M.E. Khan and Aditi Aeron investigate the beliefs, 
norms and worries of men in urban Dhaka,Bangladesh regarding 
their sexuality, and the processes and factors that contribute to sexual 
risk-taking behaviors. The data consist of 1,004 survey interviews 
and 72 in-depth interviews. More than half of the men reported 
having premarital sex and a large majority reported having only one 
sexual partner in the past 12 months. High rates of pre-marital sex 
were not matched by high rates of condom use. About half (49 per-
cent) of the respondents reported that they experience sexual worries 
related to performance and physiology—concerning the size and 
shape of the penis, and the quality of their semen. The worries were 
largely due to tradition-based myths and misinformation about the 
quantity and quality of semen. The study suggests that men’s deci-
sions regarding sexual behaviors are strongly affected by their per-
ceptions of sexuality, within the framework of socio-cultural beliefs 
about sexual physiology. 
Chapter 8, by Sharif Mohammed Ismail Hossain, M.E. Khan, 
Moshiur Rahman, and Ubaidur Rob, is a complement to the “sexual 
worries” data in the previous chapter. The authors explore the con-
tents of advertisements related to sexual matters, in order to under-
stand how they reflect the prevailing beliefs and myths about sexual 
physiology and sexual health in Bangladesh. Their study consists of 
a content analysis of advertisements placed by various ‘sexologists’ in 
Bangladeshi newspapers and in “street leaflets.” The advertisements 
also include women’s health problems, though they focus on sexual 
worries of unmarried or newly married men. A large proportion of the 
advertisements offered treatment of men’s sexual health problems, es-
pecially related to the inability to perform intercourse for a long time, 
qualities of the penis, and issues related to semen quality and semen 
loss. Colloquial terms were used rather than ‘scientific’ ones. Given 
the widespread lack of sex education and counseling among young 
men, such advertisements tend to spread misleading ideas about sexu-
ality and reproductive health matters. They can lead young people to 
worry needlessly, and in some cases these anxieties about masculinity 
can contribute to increased risky sexual behaviors. 
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Chapters 9 to 12 explore the nature and determinants of gen-
der-based violence and the links with gender-based perceptions and 
inequities. Drawing on both quantitative and qualitative data, M. E 
Khan, Aditi Aeron, and John W. Townsend in Chapter 9 examine 
beliefs and behaviors concerning the high prevalence of domestic 
violence against women in Bangladesh. A large proportion of wom-
en reported ever being abused physically, emotionally, mentally or 
sexually; and almost half had experienced forced sex during the past 
12 months. Informants reported that they were abused mainly for 
not meeting husband’s expectations in mundane matters of managing 
the household, such as cooking, taking care of children, arranging 
the house and so on. Almost all women in the in-depth interviews 
believed that some violence is normal in married life. The study also 
includes the disconcerting finding that many women accept some vio-
lence, and believe that it is a ‘sin’ to disobey their husbands. The study 
suggests that promoting greater gender equity and reducing domestic 
violence will require long-term interventions. In this chapter, as in all 
the others in this volume, it is important to note the variations—a 
substantial number of women report little or no domestic violence. 
Continuing with this issue, in Chapter 10 M.E. Khan reports 
another study that examines the extent to which women in rural and 
urban Bangladesh experience sexual violence perpetrated by their 
husband, and the factors which make them vulnerable to sexual vio-
lence. The study was carried out in three districts of Bangladesh, and 
included a quantitative survey of 3,900 respondents, and in-depth 
qualitative interviews with 158 women. In striking contrast to most 
other studies in South Asia, the data from the qualitative, in-depth 
interviews found that over half of the women reported pleasurable sex 
during the wedding night, and only a small percentage (16 percent) 
experienced forced sex in the first night of marriage. Reporting of 
sexual violence was found to be negatively associated with the infor-
mant’s age, age differences between respondent and husband, hus-
band’s education, informant’s ownership of assets, decision-making 
power, and husband’s support in household work. For example, wom-
en whose husbands assist them in household chores were found to be 
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significantly less prone to sexual violence. This highly unusual study 
shows the variety of factors that influence patterns of male dominance 
and violence in spousal relationships. Those variations due to “external 
factors” provide important clues to possible programmatic strategies. 
For example, these data suggest that simply increasing the age at 
marriage of young women is likely to reduce the frequency of marital 
violence, including forced sex. This study is important in focusing 
on the variations, rather than simply concluding that “all women are 
subject to domestic and sexual violence.” 
For the study described in Chapter 11, M.E. Khan, John W. 
Townsend, Ranjana Sinha, and Seema Lakhanpal use qualitative data 
collected from married women on unwanted pregnancy, contracep-
tion and sexual behavior from Lucknow district, Uttar Pradesh (India) 
to understand the theme of sexual abuse. Similar to the findings from 
Bangladesh and Gujarat, sexual coercion within marriage is fre-
quent—many husbands take as their ‘right’ to have complete control 
over the body and sexuality of their wives. While a majority of women 
reported that they submit to their husband’s wishes, in this study a 
third of the women were generally able to resist sexual coercion by 
their husbands. Among the many “mes-
sages” in this and related research, the 
data suggest that education of women 
and educational campaigns to inform 
women about their rights and legal 
protection, as well as increased access of 
women to contraception, could be effec-
tive measures to reduce gender inequities 
and domestic violence. 
Chapter 12 presents findings from 
a qualitative enquiry carried out by 
Bella C. Patel and M.E. Khan in Gu-
jarat to understand changes in work 
activities, child care, nutritional care 
and sexual behavior during pregnancy 
and postpartum, as well as the chang-
“ Educational campaigns to inform 
women about 
their rights and 
legal protection, as 
well as increased 
access of women to 
contraception, could  
be effective measures  
to reduce gender 
inequities and  
domestic violence.”
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es during pregnancy and postpartum in patterns of violence if any. 
Household chores such as cooking, cleaning, fetching water, cleaning 
grain, and animal care were carried out regularly during pregnan-
cy, but the frequency dropped during the postpartum period. This 
could be because of social restrictions on women which keep them 
away from the kitchen and from participation in religious activities. 
Leisure activities such as sleeping during the daytime, chatting with 
family members, and watching TV were reported less in the postpar-
tum period compared to pregnancy probably because the mother has 
to take care of the newborn. During pregnancy, three fourths of the 
women reported that frequency of sexual relationship was reduced 
while for the rest it had remained the same. Very few resumed sex-
ual life 30 days after delivery, while half started their sexual life 60 
days after delivery and some after 90 days. Two thirds of the women 
reported that their husbands took responsibility for household work 
that was earlier being done by the woman. Three quarters of husbands 
accompanied their wives to the doctor for antenatal care check-ups. 
Most of the women mentioned food restrictions during pregnancy, 
as they were not allowed to eat some foods such as milk, curd, oily 
food, bananas, groundnuts, stale food, spicy food, tamarind, fish and 
jaggery. No evidence was found that violence against women increased 
during pregnancy. It appears that conflicts with husbands and amount 
of abuse did not change in the different stages of pregnancy.
The final section of this volume (Chapters 13 to 16) presents 
some of the methodological features and ethical issues in this area 
of research which inevitably involves sensitive personal matters. In 
Chapter 13, Pertti J. Pelto compares the use of qualitative and quanti-
tative research methods for studying masculinities, sexuality and gen-
der equity. Quantitative methods are well known by most researchers, 
whereas issues and methods of qualitative research are less widely 
understood. The author notes that mixtures of different qualitative 
data-gathering approaches such as in-depth interviews, mapping ac-
tivities, group discussions, open-ended free-listing and various partici-
patory research approaches (PRA) are particularly useful in explor-
atory phases of research. The mix of methods can help identify key 
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research questions, important nuances of language, special subgroups 
that will be important in a larger, quantitative study and the ‘natural 
boundaries’ of study communities. Qualitative data gathering pro-
vides new insights into the complexities of many key concepts, which 
cannot be operationalized through just one or two simplistic ‘yes-no’ 
variables. One of the most important advantages of qualitative in-
depth interviewing is that, with skilled interviewers, enough rapport 
and trust can be developed so that informants are more open and 
revealing about sensitive matters. Researchers in complex sensitive 
areas should rely on local language and local concepts. Social map-
ping has emerged as an important tool for developing preliminary 
information about specific study populations. The chapter notes some 
cautions about using group discussions on sensitive topics such as 
sexuality and violence, as the group situations can produce embarrass-
ment (and possibly violations of confidentiality), and in some cases it 
can provide misleading data. As a best practice, it is often preferable 
to ask informants about recent events and actions, rather than relying 
on questions on what they “usually do.” Also, excessive focus on atti-
tudes and ‘norms’ obscures the study of actual behaviors—which may 
be very different from accepted norms, as people’s actions are influ-
enced by many external factors. The qualitative explorations in most 
of these chapters have added an important dimension to the studies 
of sensitive issues.
In Chapter 14, Jill Astbury and Jan Coles look into current re-
search on sexual violence, in order to highlight serious ethical con-
cerns involved in these types of studies. They point out the needs for 
sympathetic, non-judgmental interviewing approaches, as essential for 
ethical reasons as well as for getting valid data on sexual violence and 
other sensitive topics. Their chapter refers to a number of studies in 
India and Bangladesh. They point out that victims of sexual violence 
represent a particularly vulnerable group of persons, for which re-
searchers have great responsibility to protect their privacy, safety and 
emotional sensitivities. When victims of sexual violence feel judged 
or blamed they are unlikely to disclose their experiences, which can 
lead to significant levels of biases in the data, leading to erroneous 
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conclusions. The quality of research can be improved by following 
ethical and safety recommendations such as those provided by WHO 
as outlined in the chapter. 
The chapter also shows how estimates of the prevalence of sexual 
violence vary, reflecting differences in study focus, methodology, 
sample characteristics, geographical location, and other factors. Both 
quantitative and qualitative studies have been carried out, though 
qualitative research methods are best suited to revealing how sexual 
violence relates to other forms of gender-based violence, as well as to 
the societal and economic structures of marital life. Quantitative re-
search methods, on the other hand, are essential for getting measures 
of frequencies of violence under different circumstances, as affected 
by demographic and other factors. Both types of research involve 
ethical issues in relation to sensitive matters of sexual and other 
violence. The authors note that certain groups are under-represent-
ed in current research, but are at high risk of experiencing violence. 
These vulnerable women include sex workers, trafficked women and 
women with disabilities. The health consequences of sexual violence 
in pregnancy on the physical and mental health of the mother and 
the infant health and developmental outcomes of their children are 
an important area that needs to be examined more thoroughly. The 
authors also show why further attention needs to be paid to research-
er trauma and provide strategies that can be employed by ethical 
review boards. 
In Chapter 15, John W. Townsend discusses the ethical issues 
involved in research on gender-based violence. The ethical principles 
that guide research are respect, beneficence and justice. The partici-
pants’ autonomy, privacy, and right to choose whether or not to par-
ticipate in the research need to be protected. Beneficence refers to the 
need to provide both the researcher and participant the opportunity 
to weigh the risks and benefits of the research. The researcher has the 
additional responsibility of ensuring that no harm is done to the par-
ticipant. The ethical principles for research on gender-based violence 
require careful attention to informed consent and the protection of 
confidentiality of informants. Research also needs to ensure benefits to 
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individuals by having a sound methodology, being ethically justifiable, 
conforming to accepted scientific principles, and using the findings 
for the benefit of the community. Thus, one important ethical princi-
ple is that research must be competent and likely to lead to increased 
useful knowledge. Although most of the focus of ethical concerns is 
on the protection and welfare of the informants and other research 
participants, the safety and welfare of researchers are also matters of 
ethical concern. 
The final chapter, by Pertti J. Pelto, presents some connections 
between these papers and the broader literature on South Asia 
concerning sexuality, masculinities, and gender inequities. The dis-
cussion also examines some of the intervention programs that have 
sought to address these social issues. Programs that offer counseling 
and sexual health services for men (e.g., men’s health clinics) have 
been well received and have led to changes in men’s sexual attitudes 
and behaviors. Intervention programs aimed at increased male  
participation in family reproductive health matters, including ante-
natal care and decisions about family planning, have demonstrated 
good results. Also, interventions to improve spousal communication 
have been favorably received in many communities. A small number 
of intervention programs directed to changing male gender roles  
and definitions of masculinities are promising. However, many  
of these interventions have been of relatively small scale, and have 
not been scaled up to cover major populations. A mixture of quali-
tative and quantitative research in connection with expanded pro-
grams of behavior change needs to continue, to bring about broader 
modifications in gender relations, reduction of domestic violence, 
and related problems.
Concluding discussion
The conceptual model (Figure 1.1) at the beginning of this chapter 
provides a starting framework for conceptualizing and understand-
ing how issues of domestic violence and gender inequities relate to 
individual and family characteristics and local norms of behavior. On 
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the other hand, our initial con-
ceptual model needs to be placed 
within a broader framework—the 
macro-level social and economic 
systems—if we are to take the next 
steps in understanding the dynamics 
of change that may provide opportu-
nities for removing the problems of 
hyper-masculinity, male dominance, 
and gender-based violence. 
Some of the chapters provide 
broad clues about the macro-level 
components that need to be add-
ed to our conceptual framework. 
Chapter 3 (female garment workers) and Chapter 6 (migrant male 
workers) provide evidence of the importance of expanded employ-
ment opportunities as influences that can change the configurations 
of male-female relations, and in some cases reduce gender inequities. 
Throughout South Asia, particularly India, there are rapidly expand-
ing opportunities for young women to take employment in call cen-
ters and other parts of the expanded information technology system. 
Other, less well-publicized employment—particularly in retail sales—
is opening up for women in the labor force. The large increase in the 
numbers of girls seeking advanced schooling is another change taking 
place in the macro-level socio-economic system. 
The data in Chapter 6, concerning changed contours of mascu-
linity among migrant male workers, provide a related image of the 
macro-level system changes. Extensive male migration to workplaces 
has been going on for a long time in South Asia, but the possibilities 
for reaching out to migrating men, and exploring ways to further 
modify their ideas and behaviors regarding their masculinities and 
spousal relationships, need to become the focus of expanded program-
matic actions.
Most of the studies in this book were carried out before the 
advent of large numbers of mobile phones in both urban and rural 
“ Many of the studies highlighted in this book 
illustrate the use of 
mixed-method research, 
in which quantitative 
and qualitative data are 
brought together to give a 
more holistic and multi-
faceted portrayal of the 
research results.”
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settings. In addition to mobile phones, other components of infor-
mation technology and related innovations are reaching ever farther 
into rural areas and marginal populations of South Asia. So far, we 
know very little about the changes that may be taking place in gender 
relations initiated by the new communications technology. Anecdotal 
information suggests that the new channels of communication could 
offer important pathways for raising the levels of useful information 
about sexuality, gender relations, and reproductive health among 
people who, until very recently, have had little or no access to useful, 
“modern” knowledge and perspectives concerning these aspects of 
human relations.
The widespread influence of the HIV/AIDS campaigns in South 
Asia is likely to have a long-term impact on gender relations, particu-
larly in the many areas where community-based organizations (CBOs) 
have been formed among sex workers and other marginalized groups 
(including the Aravanis (hijras) in Tamil Nadu). Sex workers are 
known to be especially vulnerable to the worst forms of sexual vio-
lence and gender inequities. In some areas, CBOs have been especially 
active in working to reduce sexual violence and other expressions of 
gender-based abuse, but as yet we have little systematic data about 
broader effects of these programmatic efforts.
All of those macro-level factors are involved in broad process-
es whereby many aspects of lifestyles and individual behaviors are 
undergoing changes that some people label as “modernization” and 
“globalization.” In these processes of change, mass media also plays a 
complex role, particularly in spreading information and images of the 
varied behaviors and events of people from different cultures. In some 
people’s conceptual models, general processes of “modernization” are 
thought to cause certain kinds of individual behaviors, and directly 
affect configurations such as gender relations. On the other hand, it 
is often more productive to view the trends of general social change 
as offering opportunities to direct the changes in desirable directions, 
through carefully planned, evidence-based interventions. 
The chapters in this collection all document aspects of wide-
spread gender inequities, domestic violence (including sexual vi-
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olence) and other problematic features. On the other hand, it is 
essential that we also pay attention to the variations. The patterns 
of sexual violence, for example, are found in all the populations and 
communities that were studied, but in each of those locations there 
are many conjugal couples who are not experiencing these episodes. 
Similarly, many males in all the research sites have mistaken beliefs 
about sexual physiology, and report worries about their male sexu-
ality, but in each study there are many who do not appear to hold 
those beliefs and worries. 
It is of prime importance that we pay close attention to those 
“positive deviants,” and the factors that account for cases in which 
violence and severe gender inequities are much less evident. It appears, 
for example, that in most communities more education is associated 
with better, more positive outcomes. In some cases it appears that ed-
ucation in general may not be the focal issue, but better information 
sources are the key to more desirable behavior patterns. At the same 
time, many other factors come into the picture. Quite often, increased 
economic resources have positive effects on gender-based behaviors. 
Especially for women, having some resources and income sources 
appears to provide some empowerment. 
Careful reading and use of the studies in this volume will also lead 
researchers and policy makers to note the importance of spousal com-
munication, as evident, for example, in Chapter 10. That is a feature 
that “everybody knows,” yet it is surprising that little has been done to 
explore this promising sector of action, and to develop more compre-
hensive interventions that incorporate this component. 
Most of these studies present statistical results concerning the 
main topics, and the variables reflecting aspects of our conceptual 
model in Figure 1.1. In addition, in most of these chapters, qualita-
tive data, particularly in-depth interviews, present the “voices of the 
people,” and give valuable contextual information about the situation-
al factors and people’s thought processes that are essential for under-
standing the patterns of reported behaviors. Thus, in varying degrees, 
these studies illustrate the use of mixed-method research, in which 
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quantitative and qualitative data are brought together to give a more 
holistic and multi-faceted portrayal of the research results. 
For what kinds of readers is this book intended?
This collection of research studies is intended for three main cate-
gories of readers: 1) researchers and intervention program personnel 
in non-government organizations (NGOs) in South Asia and other 
developing countries who are involved in community-based health 
and development programs; 2) policy-makers and program managers 
in government and non-government institutions who are involved in 
developing interventions regarding reproductive health, gender-related 
issues and improving women’s and men’s economic and social welfare; 
3) academic and other professional researchers in both economically 
developed and developing countries, who are involved in the study of 
issues in sexuality, gender equity and domestic violence. 
Some of the qualitative data can be especially useful for commu-
nity-based NGO workers who are working directly in programs for 
women’s empowerment, improved access to economic opportunities, 
and reduction of domestic violence. For example, Chapter 9 gives a 
listing of the main situations that are the supposed “instigators” of 
domestic violence. The qualitative and quantitative data provide inter-
vention workers with clues about the more frequent and more serious 
“occasions for violence,” as well as identifying some unexpected, less 
frequent situations that people need to be aware of.
For academic and other researchers, as well as for policy-makers, 
relatively large surveys are important in providing data about fre-
quencies—e.g. of domestic violence, as well as statistical analysis of 
background variables, “causal factors,” and other quantitative data. At 
the same time, many policy makers and program managers are also 
interested in the “people’s voices” as presented in quotes from key 
informants and other in-depth interviews. 
Most of the studies in this collection present “mixed-method” 
quantitative plus qualitative data, so researchers in developing coun-
tries, NGOs, academic institutions and government agencies can 
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study these examples as they plan research in related topics. The 
frequent quotes from informants are also intended to provide infor-
mation about the ways that people express their beliefs and ideas, 
intermingled with actual experiences concerning sexuality, gender 
relations, and domestic conflicts. 
The growing numbers of “advocates for gender equity”—in 
NGOs, government agencies, and political organizations—can also 
find useful information in these chapters. Examples from this array of 
empirical studies can be incorporated in special campaigns for reform 
of gender relations, moderation of male “masculinity dogma,” and 
dissemination of information for revision of traditional mythologies 
about sexuality and reproductive physiology. 








Marital Sex among Newly 




In every culture, sexuality and sexual behavior are influenced by 
the dominant value system in that society. In India, the expression 
of sexuality is socially sanctioned only within the institution of 
marriage (IIPS and ORC Macro, 2000; Santhya and Jejeebhoy, 2003). 
However, many studies show that a considerable minority of both 
men and women are sexually active at an early age and premarital 
sex is common, although not as pervasive as in Europe and North 
America (Abraham and Kumar, 1999; Kaur et al., 1996; Savara and 
Sridhar, 1993). 
The patterns of socialization for men and women in the socio-cul-
tural context have a definite impact on behaviors within marriage and 
attitudes regarding sex and sexuality. The gender constructs in Indian 
society define roles, power relationships within the family, sexual be-
havior and reproductive health choices. Social norms and restrictions 
CHAPTER2
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may deprive young men and women of access to information about 
their rights and their bodies, leaving them unable to make informed 
reproductive health choices. Age at marriage is another important 
component that strongly affects sexual and reproductive health, 
especially for women. A substantial proportion of girls in India are 
married in adolescence. As recently as 2005–06, almost half (47 per-
cent) of Indian women aged 20–24 had entered marriage before the 
legal age of 18 (IIPS and Macro International, 2007). Likewise, over 
one-fifth (22 percent) of women aged 20–24 had given birth before 
the age of 18 and two-fifths (42 percent) before age 20. Moreover, 
at the time of marriage, most girls have only the vaguest knowledge 
about sexual life. As a result, for many the experience is shocking and 
painful (George, 1997; Joshi et al., 2001; Khan et al., 1996; Khan et 
al., 2002). Sexual behavior plays a critical role in marital adjustment 
and in conjugal relations; it is very important that young people be 
well informed about sex and sexuality, in order for them to cope with 
the complications of married life. 
While the high frequencies of early marriage and adolescent child-
bearing have been widely documented, far less is known about the 
extent to which young people are involved in planning their marriage, 
and how prepared they are for the crucial early years of married life 
(IIPS and Population Council, 2010). This chapter examines the per-
ceptions and experiences of recently married young men and women 
concerning marriage, sex and sexuality in rural Gujarat. Some of the 
key questions include: What are the sources of information for both 
men and women on sexuality and reproductive health? What is the 
extent of their knowledge, perceptions and experiences regarding sex, 
and their expectations concerning daily life in the marital state? What 
is the extent and nature of spousal communication after marriage and 
its impact on sexual life? This chapter explores the dynamics in the 
lives of newly married couples, in order to understand the socio-cul-
tural factors that can facilitate or prevent healthy sexual and repro-
ductive living. The aim is to assess their needs for information and 
support, as well as to assess the mechanisms that could be used for pre-
paring young men and women for marriage and a healthy family life.
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Study Design and Sampling
An exploratory study was conducted in seven villages in Savli taluka  
of Vadodara district, Gujarat using qualitative research methods (in-
depth interviews and group discussions) to collect the information. 
Men and women who had been recently married (within the 18 
months preceding the study) were interviewed. Care was taken not  
to select couples from the same family in order to maintain confiden-
tiality. Therefore men and women who were not related were selected 
for the study.
This selection of informants was done with the help of Auxiliary 
Nurse Midwives (ANMs) and aanganwadi workers (AWWs) of the 
respective villages. A list of recently married women was prepared 
from the registers of these frontline health workers. A total of 79 
women were identified. The identified (eligible) women were individ-
ually contacted, briefed about the study and their consent for partic-
ipation in the study was taken. They were also told that they could 
refuse to answer any question they did not want to answer. They 
could also terminate the interview at any time they wished. Of the 
eligible (recently married) women, 25 who gave consent were selected 
for the study. 
Selection of 25 male informants was done by preparing a list 
of men married during the last 18 months with the help of male 
multi-purpose health workers, ANMs and the aanganwadi workers 
of the respective villages. The study design did not allow for includ-
ing husbands of already selected women. However, husbands of  
13 women who refused to participate in the study were approached, 
and all agreed to participate in the study. The additional 12 male 
informants were selected from the lists of recently married men,  
ensuring that none of them was the husband of women selected for 
the study. The men were assured of confidentiality, their right to 
refuse to answer any questions, and the right to terminate the inter-
view at any time. Names used in this paper have been changed to 
ensure anonymity of the informants. The data collection took place 
in 2004. 
24 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
To develop an understanding of the socio-cultural norms related 
to marriage, seven group discussions were held with elderly women in 
the selected villages. Informal interviews were conducted with several 
parents, as well as panchayat leaders, principals and teachers of local 
high schools, plus a Primary Health Center (PHC) doctor, two rural 
medical practitioners (RMP) and four ANMs. These informal inter-
views were conducted in order to understand the social dynamics and 
information needs of adolescents and newly married men and women 
in the study communities. 
Marriage
Processes of engagement and marriage 
Arranged marriages in countries like India have elements of business 
transactions, particularly when dowries are paid. Marriages are  
meticulously planned and the ceremonies are often the culmination 
of a series of negotiations (Piet-Pelon et al., 1999). Information 
from in-depth interviews with selected male and female informants 
as well as group discussions with elderly women of the community 
shows that the processes of engagement and marriage arrangements 
were similar across all villages and caste groups. In all caste groups, 
relatives, friends or neighbors are the source of initiating marriage 
proposals for both girls and boys. Subsequently, elders in the family 
make the final decision after consultation with all concerned and 
agreement to marriage is formalized by gifts (Figure 2.1). 
Discussions with older women revealed that some changes 
in this process have taken place recently. Earlier marriages were 
negotiated by parents without involving the prospective grooms 
and brides. With increased urbanization, now parents take their 
children’s consent before finalizing the proposal. It was reported 
that now prospective brides and grooms are given some freedom to 
decide for themselves by allowing them to meet each other at the 
bride or groom’s house. In most cases, this resulted in conversation 
between the boy and girl. However, this freedom is only in the form 
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FIGURE 2.1 Process of engagement and marriage
MARRIAGE PROPOSAL
The girl’s or the boy’s family in the village receive proposal through their 
relatives, married children, friends or neighbors.
Enquiry
Girl’s family enquires 
about boy’s character, 
drinking habits, smoking, 
behavior, family status 
from the neighbors or 
known people of the 
village like the teacher, or 
pradhan. Similarly, boy’s 
family enquires about the 
girl—whether outspoken, 
her domestic abilities, 
any history of affairs.
First, parents/elders 
visit boy’s village/
locality to find out 
about the family and 
the boy in terms of 
marital status, house 
type, infrastructure 
facility and social 
status.
Then a formal visit with 
proposal takes place.
Only in Patel and 
Shah communi-
ties are girls 
allowed to visit 
and even stay at 
their in-law’s 




Boy’s family brings 
coconut, saree, 
anklets and some 
cash and gold items 
are given at the time 
of marriage; girl’s 
family gives clothes 





es, bed sheets, 
gold orna-
ments to the 
girl, cash and 
wristwatch to 
the boy.




family has to give 
utensils, clothes, 
gold chain and 




The boy and girl are 
given 20–30 minutes 
to talk with each other. 
They ask questions 
about age, education, 
and each other’s likes 
and dislikes. 
After the second visit 
of the girl’s family, 
boy’s parents along 






friends about the 
girl’s character, 
nature and that she 
has had no affair 
with anyone in the 
village.
Dowry
Demand and items 
vary according to 
caste.
Engagement
If both sides agree, then 
engagement is fixed and 
decision about the form 
of dowry is also taken.
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of giving the boy and girl 20 to 30 minutes before the engagement 
to talk to each other.
Before marriage this is the only time they get to see each other 
and ask a few important questions regarding each other’s occupation, 
age and education. Conversation revolves around the expectations 
each has of the prospective spouse. Also, girls were less likely to initi-
ate the conversation but more likely to wait for the boy to initiate the 
conversation. A young woman described: 
After my aunt told me about the prospective groom, the groom 
and his friend came to my house to see me. We sat in another 
room to talk to each other and he asked me if I like him. I did 
not say anything because I was shy. Then he asked me whether I 
can read or write and I said no. 
—DHARMISTA, 21 YEARS, ILLITERATE, GENERAL CASTE1
A recently married man narrated: 
I had gone to the girl’s house once to meet her. We talked about 
our family, her education, my business and earnings. My father 
had gone to see the girl. He liked her and then I went to see the 
girl. I asked her name and talked to her about the household 
work she knew.
—VIPUL, 18 YEARS, 9TH CLASS, OBC 
A young woman commented:
The boy and his family came to my house to see me. Then my 
parents asked me if I like the boy and I said yes because he was 
good looking and had a pucca[well constructed] house. 
—DAXA, 18 YEARS, ILLITERATE, SC
1 The Government of India recognizes 3 distinct groups based on their socio-economic 
condition for safeguarding their interests. Scheduled Castes (SC) and Scheduled Tribes (ST) 
have been historically disadvantaged communities. The other backward classes (OBC) list 
includes groups which are socially and educationally backward; the list varies by state. Some 
OBC communities are better off in some states, hence are not entitled to the benefits given 
to OBCs in another state. 
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In the Patel and Shah communities, there is more freedom in se-
lecting the partners, as mentioned by an older woman from the Shah 
community during discussion:
Compared to what happens in other communities, we feel that 
our customs are much better, where women have the freedom 
and liberty to select the type of person she wants to marry. The 
purpose behind letting the girl visit her in-laws’ family is to see 
whether or not she will be able to adjust in the family, whether 
her in-laws are cooperative and what role her husband would 
play in making her stay comfortably in the family. All this helps 
her take the final decision so that later (after marriage) she has 
no problems. Since this custom is commonly followed in our 
community so even when the girl refuses to marry she does not 
find any problem in finding a better match. In case we have 
to extend the period of engagement, we get it registered (at the 
marriage registrar’s office) so that the boy and the girl can enjoy 
their freedom and mix with each other without inviting any 
criticism from the community. Often the in-laws invite the girl 
and her relatives to their place.
Qualities that Boys and Girls Seek in their Prospective 
Partners 
The young men and women were asked about what qualities they 
particularly looked for in the prospective spouse. Men generally look 
for a woman who takes care of the needs of the family (9), is well 
mannered and of good character and would look after and take care of 
their parents (9). Boys also prefer a girl who can carry out all domes-
tic chores well (8), is good looking (8) and comes from a financially 
secure and respectable family. 
For some boys (4), looks did not assume priority if the girl was 
of good nature or was good at household chores. During this brief 
meeting prior to the engagement both try to judge each other’s nature 
based on manners and personal conduct through the way they talk 
and behave with each other. As reported by some male informants: 
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When my marriage was being arranged, I was mainly con-
cerned about her character and her being sanskari [cultured]. 
I did not give much importance to her looks. I went to see my 
would-be wife with my friend. We talked for about 15 minutes. 
I asked her whether she knew all household work. I also made 
some inquiries about her character from her neighbors. After 
that I accepted the proposal. My parents discussed and decided 
about dowry. I have no say in those matters. 
—INDRA, 26 YEARS, 5TH CLASS, OBC
I wanted a girl who could manage all the household chores and 
serve food in time. I wanted someone who would be adjusting 
and get along well with my family. She also should be from a 
family which is financially well-settled. 
—JAYANTI, 21 YEARS, ILLITERATE, OBC
On the other hand, girls wanted a boy who was employed and 
financially secure (8), of good nature and would treat her well (8), did 
not have bad habits such as smoking and drinking (5), was not having 
an affair with someone else (5), was not aggressive or rude (3) and 
good looking (3). As reported by a few: 
I wanted a boy who would not have any bad habits like smok-
ing or drinking and should have a job. 
—SHOBHANA, 17 YEARS, 8TH CLASS, SC
I wanted a boy who was earning so that he could feed at least two 
proper meals to our family. Even if he was a farmer but earning 
and would not keep us hungry, I would accept him. I was also 
worried if my husband and in-laws would treat me properly. 
—SUMITA, 20 YEARS, 10TH CLASS, GENERAL CASTE
Some girls were not very rigid in their criteria for selecting a 
husband. They were willing to put aside their personal opinions and 
desires depending on the circumstances. Even if a boy did not meet 
the girl’s expectations, she was likely to accept the proposal if the boy 
was of good nature or expressed that he would like to marry her. As 
expressed by one of the informants:
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Before my marriage I wanted to marry a man who belonged to 
a good family and has a pukka [well-constructed] house; also 
he should not be aggressive or have bad habits like smoking and 
drinking. After my parents visited the house of my would-be 
husband, they did not like the house because it was not well 
kept so they told me that he is not the right choice for me. When 
I met my would-be husband I let go of these things because as 
a person he was very good, wise and sober and I liked the way 
he spoke to my brother when he had come to see me. I thought 
over the proposal and told my parents, I like the boy and if the 
condition of his house is the reason for refusal then I think I 
can take care of it after marriage and improve on it. With this 
assurance we got married. 
 —TEJAL, 20 YEARS, 10TH CLASS, OBC
An informant who married against her parents’ wishes said:
I had the opportunity to work with him. We were working 
together in the same organization where he was my senior and I 
used to observe his behavior in comparison to others. I liked his 
way of handling people and his good nature, this is the reason 
why I accepted him as my husband and let go of other things 
like his financial status despite his explaining to me that he does 
not have a permanent job and a financially well-off family 
—CHAITALI, 19 YEARS, B.A., GENERAL CASTE
Dowry, an Important Aspect for Fixing Marriage 
The acceptance of the prospective bride/groom is formalized and the 
marriage is fixed by gifts. These gifts mark the beginning of dowry. In 
the study area it is customary for the girl’s family, irrespective of their 
financial status or demand from the boy’s family, to give all household 
items required by a couple after marriage such as a cupboard, cot, 
bedding and kitchenware. In addition, clothes, jewellery and some 
cash are also given to daughters, if the family can afford to provide 
them. The value and nature of dowry is negotiated and finalized be-
fore the engagement is announced. Boys and girls are not expected to 
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be involved in decisions regarding dowry. For instance, a male infor-
mant expressed: 
We received many household goods, a wristwatch, gold and cash 
as dowry. All this was negotiated and decided by the elders of 
the family. I was not included in the discussion. 
—VIPUL, 18 YEARS, 9TH CLASS, OBC
The amount of dowry varies among different caste groups and is 
decided upon by elders in the family. The Patel community (n=10) in 
the study sample paid the highest amount of dowry (approximately Rs. 
300,000–Rs. 400,000). Lowest amount in dowry was reportedly paid 
in lower castes (approximately Rs. 60,000–Rs. 70,000). Women in the 
group discussions reported that if the girl’s family feels that the demands 
made by the boy’s family are more than they can afford, they can refuse 
the proposal. The dowry and other arrangements must be agreed upon 
before an engagement is announced, as a broken engagement hampers 
a girl’s prospects of finding another suitable match. One of the women 
who belonged to the Muslim-Garasiya community narrated as follows: 
Everything was fixed as per the expectations of the boy’s family. 
Only one day was left for the marriage and we received a mes-
sage from the boy’s family saying that he does not want to marry. 
It was something unexpected … So immediately we looked for 
another boy and my daughter was married.
Knowledge about Sexual Matters
Men are much better informed about sex than women in the study 
area. That generalization corresponds with data from many other 
studies in India and South Asia generally. All the men in our study 
reported that they knew about sex and sexuality before marriage; 
but only 14 of the 25 women had full knowledge about sex (i.e., the 
process of sexual intercourse and foreplay) and three had partial infor-
mation (i.e., they knew about foreplay but had only heard of the word 
“sex”). The remaining eight women had little or no knowledge about 
sex at the time of their marriage. 
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Women who had knowledge about sex and foreplay reported: 
The first time I came to know about sex was from my friends. 
I was aware about petting, touching, kissing and that the boy’s 
and girl’s private parts touch each other and he inserts his in 
hers, this we all see in movies. But what happens after this I did 
not know. I did know that during the first night it pains and 
there would be blood discharge because the hymen breaks, but 
before marriage I had not actually seen how it [sex] happens. I 
also knew about X and Y chromosomes. 
—JAYSHREE, 22 YEARS, B.A., GENERAL CASTE
My married friends had told me that my husband would em-
brace me, kiss my lips and run his hands all over my body and 
touch my parts and we would have sex. 
—SHILPA, 20 YEARS, 10TH CLASS, GENERAL CASTE 
Those women who had vague knowledge explained sexual in-
tercourse after marriage as a “union” with their husband, or that the 
husband would “meet” his wife and they would “sleep together” or 
they would “get together,” and there would be pain; but none of them 
was clear about what would happen. Some of them expressed: 
 Married girls in the village used to say that on the first night 
the husband talks to you, then kisses you and then there will 
be union (Milan thay). I came to know about the meaning of 
union only after marriage. 
—TEJAL, 20 YEARS, 10TH CLASS, OBC
 I did not know anything about pain or intercourse. I thought 
that husband and wife sleep together and kiss each other. I used 
to think that kissing leads to pregnancy. 
—SHREYA, 19 YEARS, 10TH CLASS, GENERAL CASTE
The sources of knowledge on sex varied greatly among men and 
women. For men, the main sources of information were friends (24), 
personal experience (17) and blue movies (14), while for women it 
was mostly married friends (11) or a married brother’s wife or mar-
ried cousins (3). Level of knowledge also seemed to vary with source 
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of knowledge. For instance, women who had full knowledge mostly 
knew this from their married friends (11) while the source of knowl-
edge for women who had vague knowledge was mostly unmarried 
friends (5), gossip (4) and village ladies (3).
While sources of information for women are restricted to their 
friends and family, higher mobility among men gives them more op-
portunity to learn from many sources, including direct sexual experi-
ence and access to blue films. Men with sexual experience mentioned 
girlfriends and classmates (16). Only one had visited a commercial sex 
worker to gain practical experience. One young man reported: 
When I was 16, I used to go to city with my friends to watch 
blue movies. 
—ARJUN, 30 YEARS, 10TH CLASS, SC
Another described multiple sexual experiences:
Before marriage, I had sex with three women. I did not use any 
contraceptive for any act. One was married and even if she got 
pregnant, it wouldn’t matter. The other two unmarried girls 
would take some garam masala to avoid pregnancy. 
—NARESH, 25 YEARS, 10TH CLASS, SC)
Some of the women described getting quite explicit information 
from married friends: 
About two years back, two of my friends got married. One of 
them had shared her first sexual experience with me. She ex-
plained how intercourse is done and that before intercourse, the 
couple embrace, kiss and touch each other’s private parts, which 
leads to intercourse. 
—SHEELA, 20 YEARS, 10TH PASS, GENERAL CASTE)
My mama’s (maternal uncle) daughter told me how on the first 
night the husband’s organ enters you. This will lead to a lot 
of pain and bleeding. To ease the pain you have to apply some 
sticky substance like oil or cream. 
—REEMA, 23 YEARS, 2ND YEAR COLLEGE, GENERAL CASTE
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An earlier study conducted with 69 married women in rural 
Gujarat also found that women had practically no knowledge about 
the nature of sexual intercourse before they were married (Joshi et al., 
2001). Women are denied access to information on family formation 
and sex as a mechanism to maintain social control over their sexuality 
before marriage (Khan et al., 2002). In this study it was also found 
that family members gave very little information about marital sex to 
either boys or girls. Girls were mostly told to be submissive to their 
husbands and do whatever he says. As reported by a woman:
 My bhabhi (sister-in-law) said I should serve my husband and 
do all that he tells you to do and keep him happy. She did not 
tell me anything else. 
—DAXITA, 20 YEARS, 10TH CLASS, SC
Men’s Experiences of Premarital Sex
More than half of the men (17) reported that they had sex before 
marriage; while no women reported experience of premarital sex.  
Out of the 17 male informants who were sexually active before 
marriage, 12 had their first sexual experience with girls of their own 
village and girlfriends, 4 with married women and 1 with a commer-
cial sex worker. For instance: 
I had sex before marriage with my girlfriend. She was my neigh-
bor and unmarried. We had sex about 4 to 5 times. 
—SOMA, 20 YEARS, 8TH CLASS, SC
I got to know about sex from discussions with friends. I was 
14 at that time. Later when I was 18 I had sex with one of 
my girlfriends who was from my village. We did not use any 
contraceptive. 
—LALO, 22 YEARS, 5TH CLASS, SC
Our data are similar to a large number of studies that report very 
small numbers of girls engaging in premarital sex. In summarizing 
some recent studies, Jejeebhoy and Sebastian (2004) commented that 
“Evidence from small studies, which may be unrepresentative of the 
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general population, suggests that 0–10 per cent of young women and 
15–30 per cent of young men reported premarital sexual experience” 
(p. 141). The strong emphasis on women’s chastity prior to marriage 
is likely to contribute to under-reporting of premarital sex by women. 
Although all of our recently married women denied having premarital 
sexual experience, there is a possibility that one or more of them were 
concealing their actual experiences. 
When the informants were asked why women generally do not 
engage in premarital sex, they reported that it is to protect the honor 
of the family, and also there is lack of opportunity because their 
mobility is highly restricted. Another motive is the fear that after 
having sex the boy may desert her. One of the women described  
that her husband-to-be had proposed that they engage in sex, but 
she refused, fearing that he might get a wrong impression about her.  
She said:
I refused him because I knew that before marriage if a girl en-
gages in sexual relations or even if she talks about it with a man 
and for that matter even with her fiancé, she is considered to be 
a characterless (charitraheen) woman. I did not want to take a 
chance. 
—SUMITA, 20 YEARS, 8TH CLASS, GENERAL CASTE
Four female informants reported that after engagement their 
prospective husbands had proposed and wanted to have sex before 
marriage but they did not agree. One of the women reported her 
strong negative reaction to the proposed sex:
According to Hindu customs one should not have sex before 
marriage. Once my prospective husband suggested to have sex 
and tried to touch me. When he did that a cold current passed 
though me and I refused. He agreed. 
—SHILPA, 20 YEARS, 10TH CLASS, GENERAL CASTE
This shows that men experiment with their sexuality before mar-
riage and their premarital sex acts are often overlooked in the commu-
nity, giving them a kind of sanction and some justification to do so. 
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Thus sexuality of men and women is looked upon and practiced dif-
ferently and to a great extent it has been institutionalized in the nor-
mative values of the community. Perhaps this is the reason that many 
of the women informants were also ready to ignore premarital sexual 
experimentation by men and to an extent ready to justify it (including 
their would-be husband). The strong condemnation of premarital 
sex for girls reflects the double standards affecting gender relations in 
South Asia. Sexual activities of adolescent boys are generally ignored 
and dismissed as ‘boys will be boys’ and that “they need to know 
about sex before marriage” (Piet-Pelon et al., 1999). Moreover, while 
none of the girls approved of premarital sex, 15 of the 25 male infor-
mants said they approved of getting sexual experience before marriage. 
Among those who approved of premarital sex, several considered it 
necessary in order to avoid problems and embarrassment, as they were 
afraid they would not be able to perform intercourse effectively with 
their spouse.
Six of the men who approved of premarital sex emphasized the 
importance of satisfying one’s sexual desires and the resulting men-
tal peace as reasons why one should have sex before marriage. They 
felt that unfulfilled sexual desires would lead to frustration, sexual 
violence and even serious sexual crimes like rape. As one of the male 
informants said: 
A man has to have intercourse at least by the age of 24–25 years. 
If a man does not have intercourse by this age, the seminal germs 
will enter his head and stimulate him to commit sexual crime 
such as rape. To avoid such a situation premarital sex is fine. 
—ELASH, 30 YEARS, M.A. LLB, GENERAL CASTE
Another male informant said: 
They should have sexual experience before marriage so that their 
sexual desires are satisfied and they can act more maturely after 
marriage. If their sexual desires are not satisfied before marriage, 
they might be aggressive with their wife after marriage. 
—VIKI, 19 YEARS, 10TH CLASS, OBC
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Some of the women expressed ideas indicating that at least to 
some extent they accept the gender-based double standards regarding 
sexuality. During discussions, several women informants said that men 
marry to have liberty and to have sex as many times as they desire, 
hence they also agreed that boys should be aware about intercourse 
and the importance of foreplay before marriage. 
Since several of the men reported having sex with village girls before 
marriage, it is clear that some women also have sex before marriage, 
but they do not admit to it because of strong normative sanctions. The 
normative expectations force women to suppress their sexual desire and 
try to uphold community norms about girls’ sexuality. If they experi-
enced premarital sex, it would generally not be reported in face-to-face 
interviews, unless complete trust had been established between the in-
terviewer and the informant. Men, on the other hand, were quite open 
about their sexual experiences and appeared to have no hesitation in 
discussing these topics openly, including their own sexual experiences. 
Thus the strong cultural expectations about differences between 
male and female sexuality and discussion about sexual matters result 
in a knowledge gap concerning sexual matters, in which women have 
much less information and experience of sexual behaviors and issues 
of sexual health.
Women’s First Sexual Experience in Marriage
Many studies have reported that young women’s first experiences of 
married sex are painful and frightening because of their lack of knowl-
edge about the nature of sexual intercourse (Jejeebhoy, 1998; Joshi et 
al., 2001; Pelto, 1999). In this study, despite women’s general lack of 
knowledge and experience, the majority said they were not afraid of 
the first sexual experience on the first night of marriage. 
Among the 16 women who said they were not afraid, 11 had 
full knowledge about intercourse and the pain that may be caused 
during first sex. Five of them also reported that although the experi-
ence was painful, it was also pleasurable. Incidentally all five reported 
prolonged foreplay which helped in arousing them and made the first 
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sex pleasurable. The following are examples from those who reported 
positive first night experiences: 
On the first night after our marriage my husband expressed his 
desire for sex and I was menstruating so I said no. But he kissed 
me and caressed my body; I felt shy but I liked it and the sexual 
experience was pleasurable. 
—JAYSHREE, 22 YEARS, B.A., GENERAL CASTE
I had full knowledge of sex and I knew it would pain. On 
the first night my husband touched me all over my body and 
caressed my thigh. I was not scared. Today also I enjoy sex and 
what I love the most is the way my husband caresses my body, 
my thighs, my hands … it makes me feel ticklish. 
—RESHMA, 23 YEARS, 8TH CLASS, GENERAL CASTE
Hence, women who had some prior knowledge about sex were 
less afraid than those who had little or no knowledge (Table 2.1). 
Also, it has been noted that women who find their first experience 
pleasant have husbands who are patient, considerate and gentle to-
wards them on their first night (Joshi et al., 2001). The present study 
supports these observations. 
Since I knew what sexual intercourse meant, I wasn’t afraid of the 
pain so I told my husband that I will let him have sex only if he 
does it slowly. Only when he agreed I allowed him to do it. When 
we were into the act and it pained, I once again told him to do it 
slowly and he immediately slowed down to adjust with me.” 
—SHEELA, 20 YEARS, 10TH CLASS, GENERAL CASTE
TABLE 2.1 Women’s prior knowledge of sex and 
reaction to first night
 Afraid on first night 
Prior knowledge of sex Yes No Total
Full 3 11 14
No/vague 6 5 11
Total 9 16 25
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Hence, if women know about sex before their first experience and 
talk to their husband about it, the first sexual experience will be more 
positive, less traumatic and perhaps more enjoyable. 
The remaining 11 who were not afraid of the first intercourse 
reported that they passively accepted the first sex with their husband. 
Nine women expressed that the first intercourse with a near stranger 
was scary. In contrast, a majority (6 out of 9) who were afraid had 
either no knowledge or only vague knowledge about intercourse and 
none of them reported it pleasurable and 5 (out of 9) tried to avoid/
push their husband away leading to anger or forced sex. The women 
who were less knowledgeable about the nature of the sex act, most of 
whom knew very little about their husbands, reported that they were 
frightened, and several reported trying to avoid the husband’s sexual 
advances. In several cases there was very little discussion or expla-
nation from the husband, and the forced sex was painful as well as 
psychologically upsetting.
Most of these women had had no opportunity to communicate 
with their prospective husband before the marriage:
I had no opportunity to talk to my husband about sex before 
marriage and he was like a stranger. On our first night when 
my husband asked me to remove my clothes, I got scared and I 
refused to do so. He told me that after marriage every couple has 
sex. When I still did not agree, he forcefully took off my clothes. 
Then we had forced sex. When I told him that I was having 
pain, he said it happened to everybody and that it will go away 
in a few minutes and he did not stop. 
—DAXITA, 20 YEARS, 5TH CLASS, SC
When I said I was scared he said this has to be done, why else 
did I marry you? 
—LALITA, 21 YEARS, 10TH CLASS, OBC
All of the women who experienced forced sex the first night still 
do not enjoy sex and they only accept it passively as a duty to fulfill 
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the husband’s desire (Table 2.2). This indicates that the trauma of 
forced sex on the wedding night can have a lasting negative effect on 
the sexual relationship of the couple. As reported:
I enjoy sex but I do not like it every time. If I am very tired 
after working the whole day then I do not like it. But one has to 
tolerate everything for one’s husband. Men marry women, not 
only for household work, but also to have sex. 
—DHARA, 21 YEARS, ILLITERATE, SC
What is there to like or dislike about sex? If both the partners 
want to have sex then there is no problem for me. I feel it is one 
of my duties to fulfill my husband’s desire so I let him have sex 
whenever he wants. 
—SEETA, 23 YEARS, B.A., OBC 
Yet each time their husband desired sex, they agree and satisfy 
their husband’s sexual urge; otherwise, as the following section indi-
cates, refusal often leads to forced sex. 
Refusal to Have Sex and Forced Sex
Most women reported at least one occasion when they had refused 
sex to their husbands (18 out of 25). Only one woman reported that 
she has never refused her husband. Among those women who have 
refused to have sex, seven (out of 18) were forced to do it. As one 
woman reported: 
TABLE 2.2 Current attitude towards sex by  
experience of first sex (women)
 Current attitude  
 towards sex 
Experience of first marital sex Passive Pleasurable Total
Fear but no force  0 7 7
Fear and forced 5 0 5
Passive 3 5 8
Pleasurable  0 5 5
Total 8 17 25
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Once I refused him because I was afraid that frequent sex would 
make me pregnant. He became angry and said, ‘I married you 
to have sex. That is what married life is,’ and then he physically 
forced me for sex. 
—LALITA, 21 YEARS, 10TH CLASS, OBC
For the rest of the 11 women (who were not forced to have sex), 
the most frequent reaction of the husband was either that he under-
stood (4) or was annoyed and did not do anything (5) or he tried to 
convince her, mostly with foreplay (2). Men generally used foreplay 
to arouse their wives if they refused, which made sex pleasurable (even 
though the woman had initially refused sex). In such cases all seven 
women who reported that their husband overcame their resistance or 
refusal by initiating foreplay said that it helped in bringing them ‘in 
the mood’ and making sex a pleasurable and positive experience: 
When I refuse sex my husband coaxes me, he changes the tone of 
his voice (making it more gentle and melodious) and says nice 
words to me. I get excited and aroused and we end up having 
sex. I enjoy it. 
—SUMITA, 20 YEARS, 10TH CLASS, GENERAL CASTE
Eleven male respondents reported occasions of the wife’s refusal 
for sex and seven confessed that the refusal angered them, leading to 
forced sex. Typical examples of men justifying forced sex include: 
My wife once refused for sex. She said that at that moment she 
did not want it. I got angry and forced her to have sex. After 
that my wife never refused me. I feel that if a man wants to 
have sex, his wife should agree. If she says no, the husband 
should do it forcefully. What is the point in marrying if one 
cannot have sex with his own wife? 
—ASH, 24 YEARS, 10TH CLASS, OBC
Women informants reported that many times they do allow the 
husband to have sex against their own wishes, just to keep him happy 
and to avoid any quarrels later. Joshi et al. (2001) also found that 
women let their husbands have sex against their own wishes to secure 
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their marital lives. These views were also reflected in responses of some 
informants in this study:
If I refuse him, he might think that I do not like him or suspect 
I have an affair with someone. 
—MEENAKSHI, 20 YEARS, 10TH CLASS, OBC
I don’t like having sex. We have tried everything. But I have an 
odd feeling about it. I do not like being touched. It pains me a 
lot during intercourse. I cannot tolerate it for a long time. But 
I know that I must let my husband fulfill his desire because 
otherwise he will go out to someone else.  
—DEEPA, 19 YEARS, B.A., HIGH CASTE
This confirms stereotypical gender roles that the desired behavior 
of a ‘good’ woman is to be submissive and obedient to her husband. 
From a very young age, girls in rural areas are trained for this. Women 
are expected to perform all tasks, the most important being satisfy-
ing the sexual desires of their husbands (Piet-Pelon, 1999). This also 
shows that a woman’s feelings of whether she wants sex or not often is 
not given much importance in marital relationships (George, 1997). 
The majority of males in this study said that their wives had never 
refused to have sex with them.
Sex during Menstruation
The study found that 16 out of 25 women generally followed reli-
gious and cultural taboos regarding menstruation (for example, not 
touching certain objects or people, not entering the kitchen and not 
carrying out a religious ritual during their menstrual period). Five 
of the women reported that they had had sex with their husband 
during their menstruation, because their husband insisted or forced it. 
The rest (n=11) did not. The explanations included religious taboos, 
concerns that the clothes would get dirty, experiences of pain during 
menstruation and also (mistaken) beliefs that sex during menstruation 
would lead to pregnancy. On the other hand, a greater proportion of 
men (19 out of 25) reported that they had sex with their wife during 
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her menstruation. Several men said they only did it once. However, 
10 husbands said they found the experience more pleasurable because 
of higher lubrication and reported that they do it regularly. A few 
men reported that if they had the desire to have sex during their wife’s 
menstruation, they would still do it, even if they (men) do not enjoy 
it. For instance: 
Sometimes when I have a strong desire for sex then I would do it 
if my wife is menstruating. I do not enjoy it that time. 
—HARNUMAN, 26 YEARS, PROFESSIONAL  
EDUCATION AFTER 10TH CLASS, SC
Several men repeated the myth that having sex during menstru-
ation increases the risk of pregnancy. Some men who were eager to 
have a child were motivated to have sex during menstruation, even 
though they did not necessarily enjoy it. 
One informant repeated another myth about sex during  
menstruation:
We do not have sex during menstruation because it may lead 
to disease like AIDS or boils (on the penis). We sleep separately 
when she is menstruating. 
—KANCHANBHAI, 20 YEARS, ILLITERATE, SC 
Men’s Concerns Related to Sex 
Many men (16) reported having some problems during their first sex-
ual intercourse with their wives. Of these, 12 reported early ejaculation 
(including several who had prior sexual experience). Men who had had 
regular sexual partners before marriage generally reported no problems 
on the first night with their wives. Four of the male informants said 
that they were worried whether they were satisfying their wives: 
From the first month of my marriage I have always worried 
whether I am satisfying my wife or not. Later she told me she 
enjoys sex with me so my fears are no more and I am satisfied 
that my wife is happy. 
—LALO, 22 YEARS, 5TH CLASS, SC
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Spousal Communication
Communication between partners is important for a healthy sexual 
life. Moreover, studies show that spousal communication is an im-
portant predictor variable for adoption of family planning methods 
(Acharya and Sureender, 1996; Goel et al., 2010). In contrast to earlier 
studies generally showing very little information about spousal com-
munication in relation to sexual adjustments and contraceptive use, the 
present study found that almost all women reported that they could 
easily discuss domestic and personal needs (23), reproductive health 
problems (miscarriage, white discharge, etc.) (22) and family planning 
(family size and contraceptive use) (20) with their husbands. However, 
only 12 women reported that they feel confident in discussing sex and 
sexuality with their husband. Figure 2.2 shows that while most women 
feel that they can talk freely with their husbands regarding social and 
personal needs and when to have children, only half of them feel free 
to talk about sexual desire and sex. A smaller proportion of women 
said they could freely discuss contraception and desire for sex. They 
noted that those topics were more often initiated by their husband:
I have never expressed my desire for sex. He comes to me (for sex) 
so frequently that I never need to express my desire.  
—SEETA, 23 YEARS, B.A., OBC
In our culture wives are not expected to express their desire for 
sex. She has to wait for her husband to initiate it. 
—KARAN, 26 YEARS, 12TH CLASS, OBC
Only a third of the women (8) reported that they have expressed 
their sexual desire to their husband. These were women who said 
they enjoy sex so they are able to be explicit in expressing their desire. 
The majority of the women did not express their desire for sex, either 
because they did not enjoy sexual intercourse, or because they feared 
that their husbands would interpret their “openness” wrongly. Several 
of the women said they refrained from initiating any discussion about 
sex for fear that their husband would regard that as a sign of loose 
moral character. Shyness about discussion of sexual matters is thought 





















































FIGURE 2.2 Level and extent of spousal communication on various 
issues, reported by women
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to indicate good moral character in women, according to some of the 
informants:
I have never expressed my desire for sex because my husband 
may take it wrongly. He may think that if I can express my 
desire to him easily, I could do it with another man also if he is 
not around. So I never initiate sex. 
—DHARA, 21 YEARS, ILLITERATE, SC
Women’s attitude towards sex was found to be linked to ex-
pressing sexual desire. Table 2.3 shows that more women who had a 
pleasurable attitude towards sex expressed sexual desire compared to 
women with a passive attitude towards sex. 
Four men reported that their wife directly tells them that she 
would like to have sex. If desire is indirectly expressed, the most 
common ways were by touching her husband’s genital organ (11), or 
other touching of the husband’s body. More than half of the men (14 
out of 25) reported that they discuss matters related to sex (topics like 
whether the wife enjoyed sex, what positions of intercourse she liked 
most, etc.) with their wife: 
We discuss our sexual life. We talk about things like whether she 
likes and enjoys sexual intercourse. She is shy and does not say 
much. Sometimes she says ‘I like it.’ 
—INDRA, 26 YEARS, 5TH CLASS, SC
Apparently the men try to encourage their wives to discuss sexu-
ality and sexual enjoyment, but the women are often shy about these 
TABLE 2.3 Expression of sexual desire according to 
current attitude towards sex
 Wife expressed sexual desire 
Current attitude towards sex Yes No Total
Passive  1 7 8
Pleasurable  7 10 17
Total 8 17 25
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topics. Many men (11) reported that they discuss sexual satisfaction 
with their wives. This appears to represent some socio-cultural change 
toward greater freedom of discussion about sexual matters: 
I do ask my wife what she likes about sex. She tells me she likes 
it slow, starting from kissing. 
—RAJESH, 23 YEARS, 11TH CLASS, OBC
I discuss if my wife is enjoying sex or not. I ask her what posi-
tions she likes. 
—SOMA, 20 YEARS, 8TH CLASS, SC
Most of the male informants who reported discussion of sexual 
matters said that they had initiated the topic. That feature is similar 
to the statements of the women informants. Of the 20 women who 
reported discussions about issues related to reproduction with their 
husbands, only eight said they had initiated the discussion.
Sixteen of the 25 men reported that they had discussed family size 
with their wives. However, none of them discussed use of contracep-
tive methods. One of the main reasons for not discussing contracep-
tion was the desire to have a child soon after marriage: 
We have not discussed contraception because presently we are not 
interested in using it. We want the first child soon. After my first 
child is born we will discuss and think about contraception. 
—SOMU, 20 YEARS, 8TH CLASS, SC
Preparing Young Men and Women for Transition to a 
Healthy Married Life
Both male and female respondents were asked about their views on 
topics that boys and girls should know before marriage. In this regard 
male respondents were asked to suggest topics for girls and female 
respondents were asked to suggest topics for boys. A majority of the 
male respondents said that girls should be informed about their body 
and menstruation (19) and should also be told about intercourse, preg-
nancy (how it occurs) and related care (19). A few of the men said that 
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girls should be trained in all household tasks and to behave well with 
in-laws (7) and be taught to satisfy their husband’s sexual needs (6). 
On the same question, women responded similarly, with most of 
the responses on sexual pleasure including knowing how to have sex 
and foreplay and watching blue films (24). Some mentioned that boys 
should be taught how to keep their wife happy, respect her and fulfill 
her needs (9); though the importance of information on contracep-
tion, STI and AIDS and pregnancy was also flagged by a few (6). A 
few voices from women demonstrate: 
 There is no need to tell men about sex before marriage since 
they already know. Instead they should know about foreplay (it 
is good if a man touches more). 
—DAXA, 18 YEARS, ILLITERATE, SC
Husbands should know about sex and contraceptive methods 
because they are the one who take up the responsibility. 
—TEJAL, 20 YEARS, 10TH CLASS, OBC
In the study area neither the parents nor the schools include any 
instruction or preparation concerning married life, sex and sexuality. 
The socio-cultural norms generally prevent family members, teachers 
and other adults from discussing sexual matters with adolescent girls.
Discussion
The sample size of this study was quite small and does not purport to 
be a representative sample from the designated population. Nonethe-
less, we can note certain strongly persistent patterns of marriage and 
sex among newly married women and men. Arranged marriages are 
one of the most persistent patterns in Indian family life. Marriages 
are usually arranged by parents and consent is taken from both girls 
and boys before finalizing the proposal. In some cases, the prospec-
tive bride and groom meet each other and have limited conversation 
before entering into married life. 
Young men and women enter into marital union and sexual 
relationship with little knowledge about reproductive health and sex, 
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and often with some misinformation too. Studies such as ours show 
that women’s prior knowledge of sex and communication with the 
husband are associated not only with the first sexual experience (after 
marriage) but with marital and sexual life ahead. It has been found 
that women with correct knowledge of sex and related issues are more 
likely to enjoy sex than those with less or no correct knowledge  
(Maitra and Schensul, 2004). As our study indicates, women who had 
a chance to communicate with their husband about sex did not per-
ceive the first sexual experience as scary. Similarly, studies show that 
couples who invest in ‘relational communication’ with their spouse 
(i.e., discuss beyond productive and reproductive issues) and put em-
phasis on strengthening the bond between them are more likely to en-
joy their marital relationship than those who view marriage as a mere 
contract involving obligations and duties based on practical needs and 
limited discussion of these issues (Maitra and Schensul, 2004). Hence, 
prior correct knowledge regarding sex and sexuality and spousal com-
munication on sex and romance could help reduce the anxiety related 
to the first sexual experience among women and make the first sexual 
experience less traumatic and less painful. Further, it could increase 
sexual pleasure and strengthen the bond between spouses, leading to 
a satisfying and harmonious marital life. Increasing spousal commu-
nication on sex and related issues, however, could be challenging in 
the Indian rural context where expression of sexual desire or initiating 
discussion of sexual issues with the husband is largely considered as a 
shameful act. Other studies have also found that women do not con-
sider it appropriate for them to express their sexual needs and desire 
(George, 1998; Maitra and Schensul, 2004), though men report that 
they want their wives to express sexual desire and interest. 
Foreplay was found to be significantly more important in the 
sexual life of women to make their sexual relationship pleasurable. 
For instance, as found in our study and by others, women whose 
experiences were pleasurable on their first night reported indulging 
in foreplay before penetrative sex (Maitra and Schensul, 2004). Our 
study found that most women find the present sexual experience 
either pleasurable or have accepted it passively and that it is no longer 
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traumatic (if their first sexual experi-
ence was). These findings correspond 
quite well with the earlier study in rural 
Gujarat by Joshi et al. (2001). Joshi 
reported some psychological shocks and 
unpleasant sexual experiences in the 
early married life of her informants, but 
the majority of women in her study had 
developed positive relations and positive 
sexual experiences with their husbands, 
many times because of increased fore-
play. In some cases, foreplay appeared 
as a mechanism to coax one’s wife for sex after her refusal. Studies 
also show that when wives refuse sex, husbands believe that it is up 
to them to convince them by engaging in ‘sweet talk’ and pre-coital 
activity so their wives would get into the mood (Maitra and Schensul, 
2008). Foreplay plays a positive role not only in sexual life but for 
avoiding gender-based violence as it helps in overcoming a partner’s 
refusal to have sex—an important factor triggering violence includ-
ing coerced sex (Khan et al., 2006). Moreover, women who reported 
hurried sex due to constraints of privacy and space or non-consensual 
coercive sex express that they hated sex (Maitra and Schensul, 2008). 
Violent initiation into sex on the wedding night severely limited 
women’s sexual pleasure and participation in creating sexually equita-
ble relationships (Maitra and Schensul, 2004). 
Patterns of male dominance in gender relations, particularly in 
marriage, firmly embedded in the Indian socio-cultural fabric, con-
tinue to persist. For instance, women reported that they allow their 
husband to have sex against their own wishes just to keep him happy 
and avoid any quarrels which may arise out of denying sex. Many 
studies also showed that men perceive sex as a right the husband has 
over his wife (George, 1998; Khan et al., 2006; Maitra and Schensul, 
2004). Men believe that women cannot repeatedly and legitimately 
refuse their husbands without risking loss of economic support, sexual 
coercion and possibly violence and sexual and marital instability and 
“ Patterns of male dominance in gender 
relations, particularly 
in marriage, firmly 
embedded in the 
Indian socio-cultural 
fabric, continue to 
persist.”
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breakdown (George, 1998). As shown in our study, if women refuse 
sexual access, some men use coercion to get their wives to have sex, 
considering this as their right (George, 1998). The study found that 
when women refuse sex with their husband, husbands have either 
become angry or abusive or tried to persuade her or have been un-
derstanding of the reason. Men mostly understood and were consid-
erate when women refused sex for reasons like health problems and 
menstrual cramps rather than lack of interest or time. But in general, 
women’s feelings of whether she wants sex are not given importance in 
a marital relationship as compared to a man’s sexual desire (Verma and 
Collumbien, 2003). Moreover, it can be safely inferred that all forms 
of domestic violence have negative consequences for sexual pleasure 
and satisfaction (Verma and Collumbien, 2003). 
Socialization of girls and boys has a strong bearing on attitudes 
and expected roles of men and women after marriage. This can be 
understood by the way girls and boys are socialized and trained  
differently for married life. For instance, while women are told to  
be submissive and obedient to their husband, husbands believe that  
it is their right to demand and receive sex and domestic tasks from 
their wife. Changes towards a positive and equitable relationship 
between men and women have been very slow in Indian society.
As society is changing and young men and women are constant-
ly preparing for married and sexual life ahead, it becomes critical to 
look at these attitudes and behaviors among youth. Studies show that 
the frequency of premarital sex has increased as reported by young 
women and men (including adolescents). However, both men and 
women have little knowledge of reproductive health, sexuality and 
contraception (Sodhi et al., 2008; Sujay, 2009), and women have less 
knowledge compared to men. This is particularly true in rural areas. 
Our study shows that traditional attitudes towards premarital sex 
among men and women still persist. For instance, it has been found 
that women regard sex as an activity for procreation and associate 
it with honor. Virginity is valued and girls do not want to get a bad 
name by indulging in premarital sex, which can also jeopardize their 
marriage prospects. Women did not consider it acceptable to have sex 
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with a boyfriend because they were not sure whether the relationship 
would result in marriage. For women, the potential consequences of 
premarital sex (pregnancy, desertion by husband, domestic discord 
and loss of honor) may discourage them from engaging in it. They are 
also likely to suffer adverse consequences from disclosure of premarital 
sex (Sodhi et al., 2008). Gender norms and power imbalances perpet-
uate the vulnerability of adolescent girls; not only are they less knowl-
edgeable but at times they are likely to submit to the demands of their 
boyfriends (Sodhi et al., 2008). 
Even in the present context, it is known not only that men have 
liberal attitudes towards premarital sex (Abraham and Kumar, 1999; 
Khan et al., 2002), but that premarital sex is overlooked and even 
tolerated more among men than women (Khan et al., 2002; Sodhi 
et al., 2008; Sujay, 2009). Moreover, they have greater exposure to 
mass media and pornographic material which often is a source of 
misinformation regarding sex, women, and the nature of relationships 
between men and women. For instance, a study showed that exposure 
to pornographic material incites young men to indulge in risky sexual 
behavior and constructs destructive stereotypes about women (Apte, 
2004). Other than exposure to media and access to pornographic 
material, access to personal income, peer group influence and alcohol 
have also been found to be associated with risky sexual behavior, par-
ticularly among men (Abraham and Kumar, 1999; Sujay, 2009). 
Many times premarital sexual activity is unplanned, opportunistic 
and unsafe, often leading to unwanted pregnancy (Mehta et al., 2004; 
Sodhi et al., 2008; Sujay, 2009; Vaid, 2009). We can expect that in 
coming years, particularly in urban centers, rapid changes in sexual 
values because of greater exposure to mass media, increased education 
among girls, and women’s increased opportunities for employment in 
newly developing commercial and industrial sites will have significant 
impact on sexual behavior. Similarly, rural areas are also changing and 
with easy and free access to blue movies, it is only a matter of time be-
fore we expect significant changes in sexual behavior and expectations 
in these areas. Hence, it has become crucial to inform rural residents 
about risky behavior and prevention of such behavior.
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All this makes a strong case for providing adolescents with sex 
education and life skills to negotiate for equitable relationships. An-
other important segment for targeted intervention is newly married 
couples. Frontline health workers could play a key role in initiating 
and promoting spousal communication. We need models that could 
be helpful in increasing spousal communication among the newly 
married. However, the model should be programmatically feasible so 
it could be scaled up. As studies show, spousal communication at the 
early stage of marriage not only makes married life more enjoyable but 
also facilitates achieving their reproductive choices (Goel et al., 2010; 
Khan et al., 2008). Equally important is provision of contraceptive 
and health information needs of first-time parents. A possible mech-
anism could be pre-discharge counseling at the institution to provide 
them information on healthy sexual practices and the importance of 
spacing pregnancies. Young men and women need to be counseled to 
transition smoothly to a mutually satisfying married life, with healthy 
communication between them so that their reproductive and sexual 
health needs are satisfied and they live a harmonious domestic life 
together without violence. 
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Socio-Economic and Sexual 
Security of Young Women 
Garment Workers: A Case 
Study of Bangladesh*
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Ubaidur Rob
Immediately after independence in 1947, the economy of Bangla-
desh, originally known as East Bengal, was primarily dependent on 
agriculture. Starting with self-sufficiency in food grains, the country 
expanded its export sector, and over the years jute and tea became the 
leading items of export in the country. However, in the late 1970s the 
manufacturing sector came into prominence when the garment indus-
try became the most important source of export earnings (Rahman, 
2004). By 2004–05, there were approximately 4,000 garment facto-
* This chapter is based on a paper presented at the IUSSP Seminar on “Gender and Access in South 
Asia” in Dhaka, Bangladesh, November 14–18, 2006.
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ries in Bangladesh, which together accounted for 75 percent of the 
country’s exports (Montero, 2006). In addition to its striking export 
performance, the garment industry can be credited with bringing 
large numbers of women into the formal employment sector for the 
first time. In the past two decades Bangladesh has seen a tremendous 
increase in the participation of women in the manufacturing sector; 
the percentage of women engaged in manufacturing grew from 29 
percent in 1990 to 41 percent in 1999–2000 (ILO, 2006a). The gar-
ment industry alone employs 2.5 million people, of which 85–90 per-
cent are women (SAWF, 2006). In fact the growth of manufacturing 
in the export sector rests upon the comparative advantage provided by 
poor women workers in terms of cheap labor, unlimited supply, limit-
ed bargaining power, and what is termed their “docility” (Dannecker, 
2002; Majumder and Begum, 2006). According to their employers, 
these benefits far outweigh the special costs of employing women in 
terms of maternity leave and high absenteeism. This is because women 
can be easily controlled, are less likely to join trade unions, and can 
sew better than men (Majumder and Begum, 2006). 
Most women workers in the industry are young. Despite being lo-
cated in a strongly patriarchal society, the Bangladesh garment industry, 
by generating employment, has reduced the gender gap in spheres such 
as workforce participation, social prestige, control over income, and 
decision-making, although there is widespread gender discrimination 
in wage rates (Majumder and Begum, 2006). The success of the Ban-
gladesh garment industry is, however, marred by the difficult working 
conditions of its workers, including low salaries. Some workers are paid 
as little as US$20 per month, which is lower than the official minimum 
wage of US$23 (SAWF, 2006). Additionally, garment factories have 
long working hours, and there are instances of sexual harassment. It was 
thus considered important to study the overall impact of this flourishing 
industry on the lives of women workers, including their socio-economic 
security as classified by the International Labor Organization (ILO) as 
well as issues of sexual harassment in the workplace. 
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Objectives
The objectives of the chapter are to study:
•	 the socio-economic situation of women working in the garment 
industry in Bangladesh and the changes that the garment industry 
is making in the lives of young women; 
•	 the sexual security of women garment workers, particularly when 
commuting to the workplace, as well as harassment within the 
factory; and




This study used the conceptual framework developed by the ILO to 
study women garment workers—the People’s Security Surveys (PSS) 
of the In-Focus Program on Socio-Economic Security. The PSS is 
a widely tested survey method that draws from people’s own voices 
about their security, or lack of security, in everyday life, including in 
their work situation (Anker, 2001). This research tool has been tested 
in many developed as well as less developed countries. 
The tool measures both basic social security as well as work- 
related security (ILO, 2006b). Basic security encompasses access to 
basic needs such as food, health, education, dwelling, information, 
and social protection, which limits the impact of uncertainties and 
risks that people face in their daily lives. Work-related security is de-
fined to cover a wide spectrum of seven dimensions, namely, income 
security, labor market security, employment security, job security, skill 
reproduction security, work security, and voice representation security 
(Anker, 2001; ILO, 2006b).
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Data collection
This study was part of the PSS carried out in both rural and urban 
areas of Bangladesh. Since the garment industry has become a central 
component of the Bangladesh economy, a separate survey was con-
ducted among women garment workers to explore how the industry 
has affected their lives in terms of their level of social and economic 
security and the extent of their social empowerment. A combination 
of quantitative and qualitative techniques was used to collect the re-
quired data. This included a survey of 720 randomly selected women 
garment workers and in-depth interviews with 40 garment workers, 
20 each of married and unmarried women. 
A multistage sampling procedure was adopted to select the re-
spondents. In the first stage, the localities/areas where large numbers 
of garment workers were residing were identified. Next, all households 
in those areas were visited and a listing was made of all households 
with any garment workers. This list was used as the sampling frame. 
For this, 42 localities and sub-localities in different parts of Dhaka city 
were covered. From each location, 20 garment workers were randomly 
selected. At the end of the survey, additional questions were added 
to cover garment workers’ perceptions of the impact of the garment 
industry on their lives. 
Findings 
Background characteristics
Respondents included mainly married (47 percent) and unmarried 
(41 percent) women, as well as some divorced or separated women 
(12 percent). Only 38 percent of the women surveyed had children, 
suggesting the predominance of young workers in the industry, many 
of whom did not yet have children even though they are married. The 
mean age of the workers was 20 years. The data show that the major-
ity (56 percent) of the respondents had started working in a garment 
factory between the ages of 13–17. With regard to educational status, 
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51 percent of the respondents had studied only up to Class 5, while 
20 percent were illiterate, and 15 percent were literate but had not 
received any formal schooling (see Table 3.1).
Among the 720 workers, most (82 percent) were migrants from 
rural areas; only 8 percent were from Dhaka city, and 10 percent 
were from other cities. Among the migrants, about 36 percent had 
migrated with their family or relatives, 25 percent migrated with 
their husband, while 38 percent had come in search of work, often 
primarily to work in the garment industry. Garment factories are 
thus pulling young women from the villages to join the formal (ur-
ban) workforce. 
One woman described her experience of joining the garment 
industry:
My father is a farmer and cannot meet the expenses of raising 
eight children. So I stopped studying … One year ago I got 
married but within two to three months I divorced my husband 
due to his bad character. Then I felt I needed to work for my 
family and myself. My cousins who were working in the gar-
ment industry inspired me to join the sector. They were earning 
good money and also looked smart. Initially, my mother did not 
allow me to go to Dhaka, but eventually I convinced her that 
my cousins are also there so there is nothing to worry about. My 
cousin took me to Dhaka.
—18-YEAR-OLD WOMAN, FROM JESSORE DISTRICT
TABLE 3.1 Educational status of women  
garment workers  (N=720) 
Level of schooling Percentage
Illiterate 20
Literate but no formal schooling 15
Class 1-5 51
Class 6-9  13
Class 10 1
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Another young woman narrated a similar experience of joining the 
industry:
My native place is Ragpur town. Seven years ago, when my 
father died, we faced a financial crisis and I could not study 
further. I needed to work, so my cousin who stays in Dhaka 
suggested that I go to Dhaka to work. As I wasn’t very educated, 
I could not think of any other job except in the garment indus-
try. Before leaving for Dhaka, I told my parents that I was going 
to visit my sister. Had I told them that I was going to work in a 
garment factory, they would not have allowed me to go. But af-
ter joining the factory I told them the truth. Initially they were 
angry but eventually they were convinced. 
—25-YEAR-OLD WOMAN, CLASS 7PASS
Basic and Workplace-related Security
Socio-economic security
This chapter focuses largely on the extent to which young women 
in the garment industry are socially empowered, and also deals with 
issues of sexual harassment in connection with their work situation. 
These data show that there are serious issues of employment security 
among garment workers. 
The survey data show that labor market security among wom-
en garment workers was low, even though all the respondents were 
currently employed. Employment security in their present jobs was 
seriously compromised by the absence of written contracts. Often, 
jobs were terminated without employees being given any advance 
notice or explanation. Those who left the factory of their own will 
were not always given the final payment, except in cases where women 
left because of pregnancy or marriage. Pregnancy itself made their jobs 
insecure because, as respondents reported, women were either asked 
to leave or made to leave when they became pregnant. 
In Bangladesh in general, labor market security for women is 
very low since rural women often receive little or no education. The 
garment industry, however, by offering organized employment to un-
61SOCIO-ECONOMIC AND SEXUAL SECURITY OF YOUNG WOMEN 
GARMENT WORKERS: A CASE STUDY OF BANGLADESH
skilled and uneducated women, has considerably reduced this insecuri-
ty for large numbers of women. Employment in this industry does not 
require advanced educational qualifications, and the required skills can 
be learned on the job. With regard to job security, women who have 
worked in the garment industry for some time and gained experience 
can secure some career options for themselves. Although promotional 
avenues in the factory are limited, many women have been able to join 
other factories, thereby improving their salary as well as job prospects. 
However, opportunities for moving from one factory to another are 
strongly affected by the conditions of the labor market, which reflect 
foreign demand for products. Moreover, with low skills and education, 
there are definite limits to vertical advancement in their careers. 
Although there are trade unions in Bangladesh, women in the 
survey reported extremely limited participation in these unions, and 
hence their voices are not easily heard in the organization. Moreover, 
individual representation is difficult as seeking legal help is not possi-
ble in the absence of written work contracts. 
Basic security of women garment workers
The non-work-related aspects of basic security covered in this section 
include housing, clothing, health care, and food as well as women’s 
financial situation in terms of experiencing a recent crisis and meet-
ing outstanding debts. The analysis shows that most women workers 
come from poor families with insufficient basic security. In most cases 
women reported that their food requirements were met, and all except 
one respondent reported having three meals a day. However, 90 per-
cent of the workers reported that their income was “just sufficient” to 
meet their food requirements, which means that in case of a financial 
crisis it could become difficult for them to meet even their food needs. 
Nevertheless, one can conclude that women workers’ food require-
ments are better met than their other requirements such as housing, 
clothing, and health care, for which larger percentages of respondents 
reported insufficiency of income. 
An analysis of the profile of the respondents shows that almost all 
of them live in rented accommodation, consisting of just one room 
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including the kitchen. 66 percent men-
tioned that their income for affording 
housing was “just sufficient,” while 26 
percent felt is was insufficient. Dwell-
ings are surrounded by either human 
or animal waste (76 percent), piles of 
trash (98 percent), or dirty water (93 
percent). None live in “pucca” hous-
es. Health care expenses were difficult 
to meet as reported by 36 percent of 
respondents. 60 percent mentioned that 
their income was “just sufficient” for 
making health care expenses, while 36 
percent felt it was insufficient. In addi-
tion, 47 percent of the households had at least one disabled or chron-
ically ill person in their family, and about half (51 percent) of the 
respondents had taken a loan or sold their assets to meet their health 
expenditure. Financial hardships were reported mainly due to medical 
costs (64 percent), price increase of basic commodities (45 percent) 
and loss of job (35 percent) (not shown in tabular form).
Seventy percent of the respondents currently have an outstanding 
debt to repay. The loan was in most cases taken to cover medical cost 
(35 percent), food requirements (27 percent), business failure or new 
business ventures (13 percent) or housing costs (13 percent). About 
43 percent of the women workers had taken loans from money lend-
ers at very high rates of interest; and 84 percent had faced a financial 
crisis in the last three years.
General Employment Conditions and Security
Since respondents were selected from among garment workers, all 
of them were employed at the time of survey. In the past month 
as well as the past 12 months, the salary from garment work was 
their leading source of income. Work in garment factories is done 
usually in shifts, and the working hours often extend beyond eight 
hours, depending on completion of the work assigned. In this study, 
“ Although there are trade unions in 
Bangladesh, women 
in the survey reported 
extremely limited 
participation in these 
unions, and hence 
their voices are not 
easily heard in the 
organization.”
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all respondents were working from 8 a.m., and about 70 percent 
of the women said they worked more than nine hours a day (ex-
cluding their one-hour lunch break). A small number (17 percent) 
reported working 13 hours a day. Although workers are supposed 
to be compensated for overtime work, often their overtime wages 
are not paid in full. The finding that such a large number of wom-
en are working overtime suggests that their income is not sufficient 
to meet their needs and hence they need to work overtime to meet 
their requirements. The findings also suggest that women workers are 
often forced to work overtime so that they can complete the required 
amount of work. 
Respondents reported entering the workforce at a very young age, 
sometimes even as early as seven years of age. In many such cases, 
women first accompanied their mothers to work, and then gradually 
began to work independently in the factory. About 40 percent of the 
respondents reported entering the labor force before age 14 (which is 
the cut-off age for child labor in Bangladesh). 
Most women who were working elsewhere had come from very 
low-paid jobs; indeed, entering the garment industry was considered 
to be upward mobility occupationally. A 17-year-old informant said: 
“I chose the garment industry because I have studied only till 
Class 5, which is a poor qualification to get a job.”
In the garment factory, educational level does not matter much. 
Another informant reported:
Look apa [sister]! I have worked at people’s houses for years 
together. I got fed up with that work. For a maidservant,  
there is no limit to work. I used to work all day with no time  
to take rest or sleep. The salary was only 300–400 taka, which 
was insufficient. But in the garment industry the salary is 
much better and one also gets money for overtime. That’s why I 
decided to change my job and with the help of my neighbor, got 
a job in the garment factory … Now, including overtime, I get 
1,300–1,400 taka as salary.
64 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
The garment industry has thus opened up a new labor market for 
women who are young, have little or no education, and have no job 
opportunities except in the informal sector (e.g., as a maidservant, ca-
sual laborer). In addition, employment in the informal sector is often 
much more exploitative in nature. 
However, employment in the garment industry is often inter-
rupted by periods of unemployment. The garment industry in Ban-
gladesh is primarily export-oriented, hence demand for labor fluc-
tuates depending on the demand for those products from importing 
countries. About 43 percent of respondents (309/720) reported being 
unemployed for at least one week in the past year. Of those unem-
ployed (309), half were unemployed for three months or more, and 
31 percent (95/309) were unemployed for six months or more. 
Nineteen percent of workers (139 out of 720) reported having 
given up their jobs for various reasons, such as pregnancy, marriage, 
health issues, and/or dissatisfaction with salary, including irregular 
salary payment, and difficult working environment. About half the 
women workers did not receive the final payment when they left the 
job (Table 3.2). 
Opportunity for Getting Higher Pay and Improving  
Job Skills
Garment workers reported that the best way to get ahead in the sector 
and improve one’s career prospects was to join a different garment 
factory. One informant provided a detailed description of the process:
TABLE 3.2 Reasons for leaving the job and whether final  
payment was received
Reasons for leaving the job 
(multiple responses possible) Received final payment (%) Total
Pregnancy and marriage 93 30
Own health/need to take care of others 41 39
Difficult working environment 75 12
Irregular or poor salary 21 45
Better job opportunity elsewhere 67 15
Total 52 139
65SOCIO-ECONOMIC AND SEXUAL SECURITY OF YOUNG WOMEN 
GARMENT WORKERS: A CASE STUDY OF BANGLADESH
... First I joined as a helper at a salary of 700 taka. Over time, 
I started getting 1,200–1,300 taka. But I left the job because 
of the heavy work load ... After a month’s rest, I joined another 
garment factory, again as a helper, where I was paid 900 taka, 
and 1,400–1,800 taka with overtime. I worked there for one 
year and became skilled. There was little chance of my employers 
increasing my salary. That’s why I left the job and joined a third 
garment factory, as a folding person, on a salary of 1,500 and 
2,000–2,500 with overtime. Now I am getting 3,000 taka per 
month, including overtime. This is adequate for me but if I am 
offered a better salary then I will definitely shift from this factory.
Workers in the garment industry thus raise their salary partly by 
learning new skills, but mainly by shifting from one factory to another. 
Through these processes women are able to move to somewhat bet-
ter-paid positions in the same industry, but are not able to open any 
new career options. Women in in-depth interviews articulated this 
concern, and said they would not like their children to work in the gar-
ment industry as career options are limited. Hence, from their earnings, 
women wanted to educate their children so that they could get “better” 
jobs and improve their living standards. As reported by Nazma: 
As I could not continue my studies, I ended up in the garment 
industry. I will give my children a better education. I will make 
them doctors. I will never let them work in the garment indus-
try, as this is very hard work with limited options.
Working Conditions in the Factories
Even though most of the factories are crowded and noisy, the inter-
views revealed that garment workers had become largely immune to 
these issues. Most women (85 percent) were satisfied with their work 
environment (see Table 3.3). Although the average number of workers 
in each factory is usually more than 800, most respondents did not 
find the workplace to be crowded or suffocating. Neither did they feel 
there was too much noise or vibration. It should be noted that large 
numbers of garment factories are relatively new structures, built in the 
1990s when the industry rapidly expanded.
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In in-depth interviews, women reported that the workload was 
heavy and difficult. They usually have targeted amounts of work to 
finish, and are not allowed to leave until they finish the assigned task. 
However, 88 percent of the respondents said that they were able to 
meet their targets by working hard. Twenty-two percent reported 
requiring extra time, ranging from one to three hours, to finish their 
assigned task. Seventy percent of the garment workers work for more 
than eight hours. Besides the compulsion to finish assigned tasks, 
many of the women seek extra hours of work in order to increase 
their earnings. 
Workers do not get paid leave. They face problems when they 
wish to take leave. Although leave is usually granted, their salary is 
deducted for the days of absence. About 4 percent of the women 
reported that they had received paid sick leave. In in-depth inter-
views, respondents reported that they have sometimes had to endure 
abusive comments and scolding from their supervisors for taking 
leave. Some also revealed that inability to finish work in time may 
result in slapping or scolding by their bosses. As Marium, a married 
informant, said: 
Our bosses sometimes scold us or slap us when we cannot finish 
the work in time … We cannot take leave. If we take leave, 
then that day’s salary is cut. Besides, they use abusive language.
TABLE 3.3 Working conditions in garment  
factories  (N=720) 
Characteristic Percentage
Workplace situation
  Crowded 20
  Noisy 21
  Vibration 0.4
  Lacking light 5
  Suffocating 13
Perception of work environment 
  Very good  1
  Satisfactory 85
  Poor 14
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All the factories (except for three reported cases) have separate 
toilets for men and women, and only one did not have running 
water. The worker-toilet ratio was, however, poor, averaging around 
170 workers per toilet. The median number of workers using a toilet 
was 80.
Working Women’s Contribution to Household  
Expenditure
Garment workers’ income (which ranges from 300–3,300 taka per 
month) appears to contribute substantially—about 40 percent on 
average—to their household income. About 6 percent of women were 
meeting their entire household expenditure from their own salary. 
Only 14 percent of respondents kept their entire salary. The ma-
jority (61 percent) gave their entire salary to their parents, husband, 
or other senior relatives in the house. The rest gave a part of their 
income and kept a part of it for themselves. 
Women’s income was mostly spent on food (92 percent) and 
housing (75 percent). About 29 percent of respondents reported that 
they wished to save their salary to purchase land or a house. Accord-
ing to in-depth interviews, saving to buy a house was an important 
concern among women who had migrated from rural areas. Only 
a very small number (about 5 percent) of respondents were saving 
money for dowry. 
Almost all the women (92 percent) felt that the bank is the safest 
place to save their salary. However, in the past year, only 31 percent of 
the women were able to accumulate savings every month and only 13 
percent held a bank account. 
Factory employers are not a source of support in times of finan-
cial need. Very few women had ever received any kind of loan from 
the garment factory where they worked. The only concession women 
workers received from their employers was that they were granted 
maternity leave without pay. Also, factories have no provisions to pay 
their workers a pension or provident fund.
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Threats to Women Workers’ Safety and Sexual 
Harassment
Participation in the paid labor force outside the home exposes women 
to threats to their safety, both at the workplace and while commut-
ing to work. These become even more acute in the garment industry, 
where young women work for long hours, after which they return 
home at night. 
Ninety-eight percent of the respondents expressed concerns about 
their safety while commuting to and from work, and 63 percent 
reported that these concerns were serious. Women’s concerns are pri-
marily related to experiences of different forms of sexual harassment 
such as hearing indecent comments on the way to work (93 percent), 
the fear of sexual assault (23 percent), or attempts by young men to 
touch their bodies or hold or pull their hand. Case studies reveal that 
these concerns often stem from threats and comments they received 
from boys, asking them to submit to their desires (ranging from mar-
riage proposals to sexual favors) or face the consequences. Mariun, an 
unmarried girl, reported, 
Some boys want to make relationships forcefully with girls. If the 
girls refuse then they make obstacles on their way and threat-
en to kidnap them. They even kidnap girls when they strongly 
repulse boys’ advances. 
Given the fact that most of the women face these types of harass-
ment while commuting to work, it is natural for them to be con-
cerned about their safety. All the women from the in-depth interviews 
reported hearing indecent comments from boys while commuting to 
and from the workplace. 
There are instances when such threats have been executed. An 
informant described an incident concerning her late friend: 
… A boy had been following her for a long time. One day he 
caught her hand and proposed to her. She refused. The next day, 
that boy took her away forcefully, raped her all night, killed her 
and left her dead body in front of our house. Seeing this, I have 
become very scared.
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Such episodes, even if not frequent, are frightening and reinforce 
concerns about women’s safety. Questions on sexual harassment at the 
workplace in the three months preceding the survey revealed that it is 
common (82 percent). The most common forms of physical harass-
ment that young women workers face is body touching or holding 
hands (see Table 3.4). To avoid these incidents, both in commuting 
to work and at the factory, young women prefer to travel in groups. 
Working in the morning shift could also be a good method to reduce 
such harassment, but the nature of women’s work may not always 
allow this. Some women ask family members to pick them up from 
the factory, in case they have to work until late evening. At times, they 
seek help from their friends, neighbors, or other acquaintances. One 
informant described how she took help from her landlady: 
… One night those boys told me, ‘Listen, if you want your 
safety, then come with us, otherwise we will see how you return 
home this way tomorrow at 10 p.m.’ So for some days I changed 
my route back home. I informed my landlady that because of 
this reason I could not stay there anymore. She went along with 
a senior person from the area and threatened to hand the boys 
over to the police. The boys begged her for forgiveness. After that 
they stopped harassing me.
Many women do not consider asking a family member or hus-
band for help in such matters to be a good option, since they are able 
TABLE 3.4 Harassment experienced at the work-
place in the last three months  (N=720) 
 Percentage
Reported harassment 82
Type of harassment* 
  Verbal abuse 100
  Body touched/asked for sexual favours 39
Frequency of harassment
  Often 62
  Sometimes 38
Perpetrator*
  Supervisor/employer/floor in-charge/general manager 100
  Co-worker 10
*Totals to more than 100 because of multiple responses.
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to get permission to work in the factory with considerable difficulty. 
They fear that they will not be allowed to work if their family learns 
about such harassment. As an informant said, 
No! I haven’t told anyone in my family about this harassment. 
My mother is always concerned about my safety. If they come to 
know that someone follows me, they will immediately stop me 
from working.
Problems of sexual harassment are not limited to travel between 
home and the workplace. Eighty-two percent of the respondents 
reported facing some kind of harassment at the workplace in the past 
three months. Reported harassment varied from verbal abuse (100 
percent) to body touching (37 percent) and demands for sexual favors 
(2 percent) (Table 3.4). Perpetrators were mainly supervisors, pro-
duction managers (100 percent), and in some cases co-workers (10 
percent).
From qualitative interviews as well as the survey data it appears 
that abuse at the workplace occurs frequently and varies in form. 
In-depth analysis of harassment at the workplace reveals that verbal 
abuse includes indecent comments similar to the ones women receive 
on their way to work or home, as well as scolding by supervisors for 
unfinished work or mistakes, and angry denial of requests for leave. 
Some quotations from in-depth interviews about sexual harassment at 
work are reported below.
If a girl is healthy or pretty then she gets a better job. The in-
charge or supervisor spends time with her, gossiping. They touch 
these girls’ bodies and put their hands on their shoulders or 
backside.
Supervisors ask a girl something and in the meantime put their 
hands on the girl’s shoulder or armpit and touch her breasts. 
Sometimes the Production Manager calls the girl to his cabin 
alone, even if she does not want to go alone. Then he asks her 
various questions and at the same time touches different parts of 
her body. Once a girl returned crying, so other girls asked what 
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happened. She just said that she had been beaten because she 
was too embarrassed to say anything. Look Apa! We are bound 
to tolerate this as the Production Manager has full authority. 
They always hold one or two months’ salary to check workers’ 
leaving and going to another factory. So we cannot do much 
about it.
Again, informing the family about such abuse may only be to 
the woman’s disadvantage. Roshni explained how her husband began 
suspecting her when she told him about such harassment. 
Once I told my husband about the problem that I face from my 
co-worker. My husband became angry and he beat me. He has 
started suspecting me of having an affair with him. He says, 
‘Why otherwise will he do that with you?’
It is encouraging to note that when women workers collectively 
protest against such behavior, it leads to positive outcomes. Women in 
in-depth interviews described cases illustrating that when individual 
workers gather their courage and reject the sexual advances of their 
supervisors, they usually back off quickly. According to one young 
woman: 
One day I shouted to my supervisor, ‘If you need something, tell 
me directly. You do not need to put your hand on my body. Then 
he said nothing.
It appears that harassment within the factory, especially by 
supervisors, is still manageable in some circumstances as it occurs in 
crowded conditions, in a highly structured environment. However, 
harassment outside the factory, while commuting to office and back 
home, is a constant threat.
The garment industry has to its credit the achievement of bring-
ing a very large number of women to work in the organized sector, 
besides significantly improving the overall volume of employment in 
the country. Indeed, no other sector has been able to offer such a huge 
labor market for young girls and women. In addition to exposing 
the young generation of women to modern urban industrial life, the 
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garment industry offers a refuge to women who have been abandoned 
by their husband or are divorced. Some women discussed the special 
opportunities available to single women in the garment factories:
You see, by working as a maid, no one gets respect. Besides, the 
salary is very poor. There is also a chance of being beaten by the 
house owner. I think it is much better to work in a garment 
factory. Even if I get insufficient salary, I am relieved thinking 
that I have a job. 
—18-YEAR-OLD UNMARRIED WOMAN
I have benefited greatly by working in a garment factory. Before 
marriage I was able to help my parents. Moreover, when my 
husband left me, where could I go if I did not have this job? 
—WOMAN WHOSE HUSBAND HAS LEFT HER
The garment industry has also helped in bringing about an atti-
tudinal change in Bangladeshi society in relation to young women’s 
participation in the paid workforce. Until recent decades parents did 
not want their young daughters to be away from home for long hours, 
working in places where both males and females were present. Women 
reported in qualitative interviews that it was hard for parents to accept 
that their daughters would go to the city and work, and for parents 
to conceive of girls working in factories; therefore they did not agree 
immediately. However, with parents seeing so many girls moving to 
towns and joining garment factories for work, their restrictive attitude 
has begun to change. As more and more young girls move to towns 
and join the workforce in the garment industry, it becomes easier for 
young women to convince their parents to allow them to work in the 
garment industry:
I was very young at that time so my parents did not allow me to 
do any job. But seeing other girls working in the garment factory, 
I became inspired and wanted to do the job. Initially my parents 
did not let me join, thinking that it would be hard for me but 
later when they saw many girls doing this job, their opposition 
weakened and it made it easy for me to convince them.
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Indeed, now this has to a great extent been accepted as a normal 
phenomenon. Such an attitudinal change among parents and mem-
bers of the wider society has helped to open the way towards develop-
ment, modernity, and the empowerment of women. 
Women Workers’ Economic Independence and 
Empowerment
By working in garment factories, young women have gained not only 
an income, but also the confidence of being economically indepen-
dent. When young women entered the industry their salary was very 
low and they were hardly able to meet the cost of their daily needs. 
Many women stayed in rented accommodation and they had to 
meet the cost of food as well as housing. However, with time, as they 
changed jobs and shifted from one factory to another, they were able 
to enhance their incomes. Many women began sending money home, 
and over time became an important earning member in their parental 
household. Case studies show that, owing to poverty, most of these 
young women had to discontinue their education and seek work. To 
ensure that their brothers and sisters do not face a similar future and 
have to discontinue their education, many young women reported 
that they were paying their younger siblings’ school fees. This issue 
was well articulated by Mumtaz, a young unmarried worker:
Now I get a lot of importance in my family. Last Eid [a festi-
val], when I went back to my village, I bought clothes and other 
gifts for everyone. They respected my concern for them. That’s 
why my mother cooked whatever I wanted to eat. Before buying 
anything, she takes my advice, which she did not do earlier. It is 
also a great achievement for me that from my earnings I can pay 
for my brother’s and sister’s school fees, and they can continue 
their studies.
Respondents also reported a remarkable change in their family 
members’ attitudes towards them when they went back to their vil-
lage. In a society where male dominance is the accepted norm, daugh-
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ters are usually given less food and importance as compared to sons. 
Respondents noted that on visits to their village, they were given food 
that was better than what their brothers received. They were treated 
as elders and their opinion was taken in family decisions or regarding 
shopping. Whether or not they were able to give much money to their 
family, they expressed relief to be able to bear their own expenses and 
be economically independent:
First of all I can help my family financially and buy whatever I 
feel like. This is a great feeling. I get more importance than oth-
ers in the family. For instance, in any kind of decision-making 
I get preference to express my opinion. I do not have to do any 
household work after coming back home. My mother and other 
family members do the household chores. This is a big relief. I 
have become economically independent and find myself finan-
cially stronger than other girls.
Married respondents also expressed relief at being economically 
independent. They reported feeling more secure about their survival 
in case their husband left them, which is an ever-present fear among 
women. In fact, for some divorced, separated, and widowed women, 
the garment industry is their last hope to give them work and finan-
cial support. 
Women who were interviewed in-depth said that their status in 
their marital homes has increased, since they are now contributing 
to the household expenses. An informant, Rani, described how the 
label of “working in an office” had elevated her status and earned her 
respect in her in-law’s home in the village: 
Though I have been working for only three months, I have 
started liking my working life more than my previous life. Now 
I get respect from everyone. In the village, in my in-law’s house, 
everyone knows that I am working in an office, so everyone gives 
me more respect than my sisters-in-law. I get preference over 
others. Even in my parents’ house I am given more respect than 
my brothers and sisters … Now I know that if you earn money, 
everyone will respect you. This is the power of money!  
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Most women garment workers, both married and unmarried, gave 
their earnings to their parents or to their husbands. However, in both 
cases, women had easy access to their earnings, and whenever they 
asked for money, it was immediately given to them. They could spend 
the money according to their wishes, from whatever was left after 
spending on their basic needs. An informant reported, 
Though I earn money I do not keep it with myself. Before mar-
riage, I used to give all the money to my parents, and keep 200 
taka for my own expenses. Now I give it to my husband. If I 
need money then I ask him. But still I have become economical-
ly independent. I have the feeling that I can do anything with 
my money. Though my husband and I do everything together, 
I still have the freedom to express my desire to buy anything. I 
have become financially as well as mentally strong. So even if 
my husband leaves me I can survive.
Echoing similar feelings, a married woman said:
I have full control over my money. My husband does not want 
my money. Sometimes if he asks me to check my spending on 
dresses, I tell him, ‘Look, I had faced a lot of financial problems 
earlier. I could not buy dresses when I needed to. Now I do not 
want any of my desires to remain unfulfilled. I will therefore 
buy anything that I want.’
Marriage Decisions and Prospects
Traditionally, girls in Bangladesh, especially in rural areas, get married 
at a young age. The garment industry, by providing employment to 
young women, has given them a new role as an earning member in the 
family, and in some cases helped to delay their marriage. Girls working 
in garment factories are earning money and therefore are no longer a fi-
nancial burden on their family. For example, out of 720, only 425 were 
married. The mean age of currently unmarried women was 20 years, 
which was significantly higher than the age at marriage of their married 
co-workers. Further, the data show that in the same age cohort, work-
ing women married at a significantly later age than those who were not 
working at the time of their marriage (see Table 3.5). The mean age at 
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marriage for non-working women was only 14 years, as compared to 
17 years for working women. The mean age of garment workers who 
were currently unmarried was 20 years. 
Women in qualitative interviews said that with better dowry and 
improved status as a result of working in the formal sector, their mar-
riage prospects had also improved. About 53 percent of the women 
who were working at the time of their marriage perceived that it was 
their working status that had got them a better groom. An even higher 
proportion (71 percent) of unmarried garment workers believed that 
their working status would help them to get a better groom. Reena, 
an unmarried garment worker, said: 
I have decided to wait until I am 18 years old. By then I would 
be financially strong. If a girl has money, then she gets a good 
marriage proposal, otherwise not.
Case studies show that often, on financial grounds, young girls 
are able to convince their parents to delay their marriage. Working 
women reported that they have tried to save money for dowry and get 
some jewelry made in anticipation of their later marriage. As salaries 
are low, and savings do not come about easily, women delay their 
marriage (Table 3.6).
The survey data also support this contention, as a significantly 
larger proportion of working women as compared to non-working 
women got married to men working in the garment industry, teach-
ers, service, or Class IV employees. Indeed, men in these types of 
employment are considered more skilled and socially more respected 
than men engaged in agricultural work, casual labor, rickshaw pulling, 
TABLE 3.5 Working status and age at marriage by cohort (N=425)
 Mean age at marriage
 Working Non-working  
Current age (years) (n=160) (n=265) n t-value
12–19  16.2 14.2 82 5.2**
20-24  17.1 14.2 140 8.3**
25–29  17.1 14.6 101 3.8**
30+ 17.8 14.6 102 3.2**
Note: **p<0.01.
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and petty business. A much larger share of non-working women were 
married to less respected types of workers (see Table 3.7). 
Working women also reported more say in choosing their mar-
riage partner (see Table 3.8). They were allowed to participate in 
decisions not only regarding the timing of their marriage, but also 
regarding the choice of marriage partner. Table 3.8 compares the 
extent to which working and non-working women were able to take 
marriage-related decisions. Data clearly show that working wom-
en had significantly greater involvement in marriage decisions than 
non-working women. About 72 percent of non-working women as 
compared to 34 percent of working women had no say in the selec-
tion of their husband. In contrast, while 38 percent of the women 
working in garment industry had married a man of their own choice, 
only 9 percent of non-working women had such opportunity.
Garment workers noted in interviews that they were particu-
lar about whom they wanted to marry. Most women did not want 
to marry a man working in the garment industry, as they had seen 
their colleagues being abandoned by their garment worker husbands. 
TABLE 3.6 Benefits of earning in marriage negotiations
  Working at the time  Currently unmarried 
Perceived benefit of working of marriage (%) workers (%)
Helped/would help delay marriage 51 71
Helped/would help get a better groom 53 15
Helped/would help save for dowry 47 82
Helped/would help provide better dowry 19 39
Total (N) 160 295
TABLE 3.7 Work status of women at the time of marriage and occu-
pation of husband (N=425)
 Husband’s occupation (%)
 Agriculture/  Employee Higher 
Woman’s work status labor-  Petty in garment skilled Total 
at the time of marriage  intensive work business industry work* (N)
Working 16.9 14.4 25.0 43.7 160
Non-working 42.9 18.8 5.6 32.8 265
Total 33.1 17.1 12.9 36.8 425
*Higher skilled work includes employment in the transportation, teaching and service industry.
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Women typically expressed their perception of male garment workers 
by saying, “They change girls when they change the factory.”
Indeed, women preferred men who were engaged in other occu-
pations, such as CNG auto rickshaw drivers. About 13 percent said 
they preferred men who were in service or a Class IV worker. Nishi, 
a young unmarried worker, described her preference for a husband in 
the following manner:
I want my future partner to be tall, dark and handsome. He 
should have passed the SSC exam. Other than garments he can 
be in any profession, such as business, working in an office or a 
taxi or CNG driver. My sister, who is only Class 5 pass, is mar-
ried to a graduate. I am also Class 5 pass as well as working. 
Why would I marry a farmer whom my father has chosen for 
me? Why will I not become ambitious?
Interviews with unmarried women show that many were confident 
that their future husband would be chosen with their consent, and 
those who had a particular preference concerning their future partner 
felt that their parents would not oppose them, as they were earning 
members. Some were even ready to marry without permission:
I am one of the bread earners of the family. So definitely my 
parents will not try to do such things that hurt me. They will 
not like to lose one of their bread earners. That’s why they will 
accept my choice.
I have become so strong and courageous that I can actually 
think of marrying someone against my parents’ wishes.
TABLE 3.8 Women’s involvement in choosing marital partner  
(ever-married workers) (N=426)
Work status  Opinion Personal 
at time of marriage No choice taken choice Total
Working 34.4 27.5 38.1 100.0
Not working 71.9 19.1 9.0 100.0
Total (N) 246 95 85 426
χ2 = 69.75, p < 0.0001. 
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Discussion and Conclusions
The workforce in the garment industry of Bangladesh consists mainly 
of young women (average age 20 years) who have little or no edu-
cation and have migrated from rural areas in search of employment. 
These workers are generally poor, and they face many insecurities in 
their working situation. Health care insecurities are the greatest; med-
ical expenses occur at irregular and unexpected times, and can lead to 
financial crises and debt. Although all the respondents were engaged 
in income-earning employment, their levels of income were low, and 
about 70 percent reported earning salaries below the official minimum 
wage. Nevertheless, with their working income most women were able 
to contribute to their household expenditure. This provides their fam-
ilies significant relief, although their income fluctuated with irregular 
salary payments and periods of unemployment. 
Women also reported that getting another job with a similar 
salary and benefits was difficult. As a result, their labor market security 
was low, even though all the respondents were currently employed. 
The employment security afforded by their present job was compro-
mised by the absence of written contracts. In Bangladesh, the garment 
industry has considerably reduced women’s labor market insecurity by 
offering organized employment to unskilled and uneducated women. 
Employment in this industry does not require advanced education-
al qualifications, and the required skills can easily be learned on the 
job. In case of job security, women who have worked in the garment 
industry for some time and have gained experience can secure better 
career options for themselves. 
The work environment too is not very healthy; however, as the 
women have become used to the environment, they are not affected 
by the noise, crowding, and the lack of toilets and other facilities. 
Women reported that they found work in the garments industry to be 
demanding and exhausting. 
The most bothersome issue that women in the garment industry 
face is the lack of sexual security. The greatest threat to sexual security 
is while commuting between home and the workplace. Given the late 
working hours, women are subjected to harassment while travelling 
80 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
in buses and other public transport. Reports of sexual harassment 
ranged from verbal abuse to body touching and sexual assault. At the 
workplace too, women faced sexual harassment in the form of verbal 
abuse, body touching, and in some cases demand for sexual favors. In 
most cases, supervisors are the main perpetrators of sexual harassment. 
However, as factories are very crowded, busy places, the sexual harass-
ment can usually be controlled. 
On the positive side, the garment industry has become recognized 
as a major provider of social and economic opportunities for a large 
number of young women. There are many factors contributing to 
the empowerment of young garment worker women. Even though 
their incomes are low, they report that they are in a stronger position 
with regard to delaying marriage, finding a better groom, and saving 
money for marriage. Working women have become more involved in 
decisions regarding their lives, household affairs, and arrangements 
for their own marriage. They have greater control over the conditions 
of daily life; their dependence on their parents as well as their hus-
band has been reduced. Particularly in terms of financial autonomy, 
working women have much greater control over how their money is 
allocated and spent. This increase in autonomy has given them greater 
confidence. 
There has been an important change in societal values in the wider 
society, and there is now much greater acceptance of young unmarried 
girls working in the city. This change has come about mainly because 
of the large number of young women working in the garment industry. 
The indicators of security presented in this chapter do not reflect a 
very secure scenario for garment workers, but it must be kept in mind 
that these are “absolute” indicators. For the general population in 
Bangladesh, working conditions may be much worse. If we look at the 
level of security more broadly, it appears that the lives of women have 
become more secure than they were earlier, when they were living 
in the villages. Women have come out of their homes, and are help-
ing their families to reduce household poverty. Even if basic income 
security is low, it is easy to imagine how much more compromised it 
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would have been if these women were 
not working. A woman who migrates 
from a poor household in the village 
and starts to earn a living in the town 
perceives herself to be more secure than 
a non-working woman who experiences 
extremely marginal living conditions in 
the village. 
The evident increase in the self-es-
teem of women garment workers, 
including their greatly enhanced role in 
the selection of marital partners, points 
to an increased psychological security 
that cannot be measured in simple 
monetary terms. This increased psycho-
logical security is also evident in women’s statements about being able 
to support themselves in case their husband leaves them. There is also 
the possibility of increasing their income by gaining experience in one 
factory and shifting to another. Although such increases are condi-
tional, this possibility of enhancing their career options and income 
levels makes women feel secure. Statements in qualitative interviews 
show that many women consider themselves to be more secure after 
joining the workforce. A 19-year-old, unmarried girl remarked, “I do 
not have any anxiety about my future!” 
The garment industry has helped young women cover the distance 
from living in a traditional village-based society (where women get 
married early, and are completely dependent on their father or hus-
band for a living) to becoming part of modern city life where women 
work hard, and secure access to economic resources and hence control 
over their lives. However, women know that although this industry 
has helped them to gain fairly regular employment in the organized 
sector, it cannot take them much further. As a result, women are 
strongly motivated to secure an education for their children so that 
they can move up on the social, economic, and occupational ladder. 
It appears, therefore, that the garment industry has the potential to 
“At the workplace too, women faced 
sexual harassment 
in the form of verbal 
abuse, body touching, 
and in some cases 
demand for sexual 
favors. In most cases, 
supervisors are the 
main perpetrators of 
sexual harassment.”
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provide better levels of economic security for future generations. It 
remains to be seen how the new developments within the garment 
industry, and among the young garment workers, will affect the next 
generation of Bangladeshi women and society in general.
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The Construction of Gender 
and Sexual Identities among 
Young Men in Dhaka, 
Bangladesh
Paula E. Hollerbach 
Shivananda Khan  
Sharful Islam Khan
This qualitative study was conducted in 2002 in the thana 
(sub-district) of Demra, an administrative district in southeast  
Dhaka, Bangladesh. The chapter focuses on young men aged 16–24 
who self-identified as men who have sex with men, comparing them 
to adolescents from the general population, on themes relating to gen-
der and sexuality. The themes include issues of self and gender aware-
ness and understanding; friendship and intimacy; premarital and ex-
tramarital sexual behaviors; beliefs regarding sexual issues, particularly 
semen loss, masturbation, and nocturnal emission; and the impact of 
these beliefs on their sexual behaviors. Finally, their current knowl-
edge and beliefs about the prevention of HIV/STIs are discussed. The 
CHAPTER4
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study was a collaborative endeavor involving Naz Foundation Inter-
national in London, United Kingdom; Bandhu Social Welfare Society 
(BSWS) in Dhaka, Bangladesh; and the CATALYST Consortium, a 
USAID-funded project headquartered in Washington, D.C. (Khan et 
al., 2005a, 2005b).
Gender Role, Gender Identity, and Sexual Identity
Various concepts explored in the study need to be defined. Gender role 
is everything that a person says and does to indicate to others or to 
oneself the degree that one is either male, female, or, in some cul-
tures, androgynous, that is, simultaneously exhibiting masculine and 
feminine characteristics (Nanda, 1999). Gender roles reflect societal 
prescriptions regarding the clothing, behaviors, thoughts, feelings, and 
relationships that are considered appropriate and inappropriate for 
members of each sex. Some are thought to be appropriate for mem-
bers of both sexes. Which ones are considered masculine, feminine, 
or gender neutral vary according to location, class, and occasion. 
Individuals who do not abide by these rules or expectations may be 
targeted for mistreatment, which can involve exclusion from a family 
or friendship circle, snide comments, verbal harassment, assault, rape, 
or even murder (Iowa State University, 2009). 
Gender identity is that part of overall identity that defines for a 
person what it means to be male or female and label oneself as a man 
(masculine), a woman (feminine), or both (androgynous) (Iowa State 
University, 2009; Nanda, 1999). The formation of identity is a lengthy 
process, beginning with the child’s realization that he or she is separate 
from the mother. As the individual progresses through adolescence and 
adulthood, the formation of identity involves a variety of decisions 
related to relationships, work, sexuality, values, and preferences. 
Gender identity is formed mainly through the child’s interactions 
with his or her parents; however, the primary caretakers of infants in 
most cultures are female. From this perspective, boys must put rigid 
boundaries between themselves and their mothers as they grow older, 
in order to define themselves as masculine. The result of this separa-
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tion process is that the boy’s gender identity rests on putting psycho-
logical barriers not just between himself and his mother, but between 
himself and anything feminine, that is, feminine activities and, of 
course, girls and women. Girls are under no such pressure (Kilmartin, 
2000). Physiological sexual development progresses through distinct 
stages from the neonatal period through infancy, childhood, puberty 
and adolescence, and adulthood. Such physiological changes are dis-
tinguishable from gender-related behaviors during each stage. 
Sexual identity refers to how one thinks of oneself in terms of the 
individuals one is sexually and romantically attracted to, specifically 
to members of the same sex as one’s own or to the other sex. Similar-
ly, individuals who do not abide by these rules may be targeted for 
mistreatment in any of the ways cited above, based on how others 
perceive their sexual identity. When one’s biological sex and gender 
identity differ, one may base one’s sexual identity on either sex. Or 
one may have two sexual identities, as a man and a woman, and be 
attracted to both males and females (Iowa State University, 2009). 
Male Gender and Sexual Identities in Bangladesh
Kothis, panthis, pariks, and hijras
A variety of gender identities exist among Bangladeshi men. Mas-
culinity is interpreted within the predominant cultural framework, 
which defines how a man should behave and act personally, sexually, 
socially, and culturally. Men who have sex with men (MSM) consider 
sex with women a form of real sex, irrespective of sexual preference, 
desire, or eroticism. However, male-to-male sexual behaviors are 
usually differentiated in terms of sexual roles. Self-identified kothis and 
hijras across South Asia share not only feminized behavior and sexual 
practices, but also a linguistic code known as Ulti. Kothis have been 
interviewed in various countries in South Asia to identify equivalent 
Ulti terms related to HIV/AIDS prevention, which can differ by 
country, in order to create a small dictionary of terms using Hindi 
script (NFI, 2003). 
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The term kothi is a self-identifying label for those males who femi-
nize their behaviors and prefer to be sexually penetrated anally and/or 
orally, either to attract “manly” male sexual partners and/or as part of 
their own gender construction. Self-identified kothis in Bangladesh use 
this term for males who are receptive and sexually penetrated, even 
when their behavior is not feminized. The term kothi is widely used in 
much of India, but can differ by city (Mahendra et al., 2006; Pappas 
et al., 2001). In Pakistan, the equivalent term zenana is used, and in 
Nepal, the term meti is used.
Kothis state that they do not have sex with female friends or with 
other kothis; to do so would be like having sex with one’s sisters. 
Although they prefer not to be married, many kothis expect to marry 
eventually, since marriage and fatherhood are socially compulsory 
and normative (see Khan, 2002 for an exploration of the meaning of 
marriage to MSM in Bangladesh). Thus, the gender identity of kothis 
is not static, but situational. In some social settings, an individual may 
identify as a kothi, but in other settings he may identify himself as a 
man, a husband, and/or father. As one respondent stated, “We do not 
usually behave as a kothi in front of family and normal friends.” 
Panthi is a kothi label for a “manly male” in Bangladesh, whether 
or not he is a sex partner of a kothi. A panthi in Bangladesh, and gen-
erally in South Asia, is a man who penetrates, whether it is a woman 
and/or another male. Panthis, including those who engage in sex with 
kothis, generally enter into marriage. Panthis may explain their sexu-
al behavior as in part attributable to dissatisfaction with marital sex. 
However, it is also due to a desire for sex acts that they cannot ask 
their wives to perform. Their occupations vary across the social class 
spectrum from rickshaw drivers to businessmen. In Pakistan and many 
areas in northern India, the term girya is used, whereas in Nepal the 
corresponding term is ta. In the rest of India, the term panthi is used. 
Parik is a kothi label for the “husband” of a kothi. A parik forms 
an emotional and sexual relationship with a kothi, although he may 
also be married to a woman and have sex with other women, as well as 
with men. The terms panthi and parik are Ulti terms shared by kothis 
and may not be recognized by their masculine sexual partners. 
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The most feminized kothis are at the extreme end of the spectrum, 
moving toward a hijra identity. Hijras typically wear women’s clothes 
and are part of a social, religious, and cultural community with rules 
that members are expected to follow. They consider themselves to be 
“not men/not women,” but a “third gender.” The hijra perception of 
themselves as “not men” focuses primarily on their anatomy—the 
imperfection or absence of a penis—but also implicates their sexual 
capacities, feelings, and preferences. Hijras may undergo a castration 
ceremony to become “fully” hijra, and some are true hermaphrodites, 
the highest hijra in the hierarchy. Hijras lack female reproductive 
organs, and because they cannot have children, they are “not women.” 
However, hijras also state that their gender identity is attributable to 
their sensibilities, not just their anatomy. Although they may be born 
as males, inside they feel like women. Commercial sex with men is 
common given their preferred gender identity and sexual attraction 
to men. However, many hijras in Bangladesh do not see themselves 
as men who have sex with men; rather, they see themselves as “hijra 
who have sex with men,” reflecting their identity as a “third gender” 
(Dowsett, 1999; Khan et al., 2009).
Methodological Approach
Study area and study groups
A total of 290 respondents participated, all of whom resided in the 
thana of Demra, which is part of urban Dhaka. However, this chapter 
focuses on the data collected from a subsample of 182 adolescents. 
Focus group discussions (FGDs) were conducted with 128 partici-
pants. Young men aged 16–19 (Cohort B) and 20–24 (Cohort C) 
were divided by educational attainment (zero to four, or five or more 
years of education) and length of residence in Dhaka (less than six 
months, or six months and more). The respondents were selected 
from two groups, one recruited through networks of MSM and one 
recruited from the general population of males in the study area. In 
addition, individual open-ended interviews were conducted with three 
adolescents, representing each of the 16 subgroups, for a total sample 
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of 48 interviews. A total of 16 focus groups were conducted, one for 
each cell, with eight participants in each. To simplify the discussion, 
the respondents are referred to as kothis and as the general population 
of males, since the latter were not asked to specify their gender identi-
ty. In addition, the chapter includes interview data with three married 
kothis and three hijras aged 20–24.
Instruments, Study Recruitment, and Data Analysis
All respondents completed a screening questionnaire on socio- 
economic and demographic characteristics. Two FGD guides were 
developed, one for those in the general population of males and the 
other for kothis. Two standardized, open-ended interview guides were 
also developed, one administered to those in the general population of 
males and the other to all self-identified MSM (kothis, married kothis, 
and hijras). A self-administered anonymous questionnaire on sexual 
behaviors was also completed during the interviews by 24 men aged 
20–24, plus three married kothis and three hijras. 
The instruments were first developed in English. Study team 
members participated in a 10-day training covering the issues of 
gender identity and sexual behavior in Bangladesh, the themes to be 
investigated, and use of the study guides, which were subsequently 
refined and then translated into Bangla. The draft guides were then 
pre-tested and finalized. 
The study was carried out in collaboration with Bandhu Social 
Welfare Society (BSWS), a nongovernmental organization (NGO). 
Since officially registered in 1997, BSWS has emerged as a national 
NGO providing services to a broad range of MSM and hijras through 
field offices in 14 districts, where they have male health centers and 
carry out HIV prevention through education, outreach, and referrals 
to STI treatment and care (amfAR, 2010). All of the respondents were 
recruited into the study through BSWS and the personal networks of 
several members of the research team. They were identified through 
snowball sampling. All minors below the age of 18 needed the writ-
ten consent of their parents before being asked to provide consent 
themselves. Minor respondents were allowed to provide oral consent. 
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Adolescents aged 18 and above were considered to be adults, and their 
signed consent was required. 
In the data analysis, summary tables were constructed for each 
theme and subdivided by issue. Basically the same issues and ques-
tions were raised in all of the focus groups and interviews. The discus-
sions were open-ended and often involved compiling lists. Agreement 
and disagreement and the underlying reasons were discussed for each 
of the questions. However, during reporting, the moderators often 
gave emphasis to the issues for which there was agreement and avoid-
ed reporting on the concepts that had resulted in disagreements. The 
most frequent responses (commonalities) were recorded in the sum-
mary tables, and, for many themes, less frequent as well as atypical 
responses were also noted. 
Sample Characteristics, Study Objectives, and Themes
A screening questionnaire was completed by all of the respondents 
on various socio-economic and demographic characteristics. As noted 
in Table 4.1, MSM are least likely to be currently enrolled in school 
compared to the general population (n=0/44 and 2/44,), which prob-
ably reflects abuse received from fellow students, as well as financial 
need for employment. Given their youth, only about three-fifths of the 
adolescents were currently employed at the time of the study, although 
employment was much higher (n=32/44) in the younger MSM group.
As shown in Table 4.1, more than half of the respondents report-
ed that they resided in pukka houses, which are dwellings constructed 
with cement floors, brick walls, and a tin roof. The other individuals 
reported that their homes had mud floors and walls with a thatched 
or sometimes tin roof. Relatively few boys reported that they lived 
alone. Although the majority of young men in both cohorts reported 
that they lived with their immediate family, MSM respondents were 
more likely to live with non-relatives. None of the respondents in the 
general population of males reported this arrangement. 
The data on living arrangements contrast with data from another 
study conducted among kothis across Dhaka (n=530), where living 
arrangements were as follows: kothis living with parents or family 
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(51%), with wives or extended family (27%), with others (14%), or 
alone (8%) (Khan, 1997). The relatively high number living with par-
ents and family in the Demra study is a reflection of their young age, 
economic dependence, and the cost of housing.
The objectives of the original study were to explore and under-
stand: (a) the social construction of gender and sexual identities of 
young males; (b) their decision-making regarding gender roles and 
expectations and sexual behaviors; (c) the familial, social, and cultur-
al expectations that influence their interpersonal relationships and 
personal and social behaviors; and (d) the manner in which the young 
males in this population are socialized by various individuals. 
Self and Gender Awareness and Understanding
Gender differences between boys and girls
According to the informants, by the age of five, boys are fully cogni-
zant of the differences in the gender roles and expectations of boys 
and girls, which are accepted as biologically and religiously ordained: 
TABLE 4.1 Respondents’ and household characteristics of the study 
sample
 Cohort B aged 16–19 Cohort C aged 20–24
  Self-  Self- 
 General identified General identified 
 population MSM population MSM 
Characteristic of males (kothis) of males (kothis)
Respondents’ characteristics    
 Currently enrolled in school (n) 12 0 7 2
 Currently employed (n) 26 32 30 28
 Living arrangements (n)    
 Immediate family 26 22 27 25
 Alone 4 4 5 3
 Relative 12 8 12 7
 Non-relative  0 10 0 9
Household characteristics    
 Construction materials (n)    
 Cement floor and brick walls 28 24 27 28
 Mud and thatch 16 20 17 16
Total  44 44 44 44 
NOTE: A total of 16 focus groups were conducted, one for each cell, with eight participants in each one.
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“Boys should be boys, and girls should be girls, as Allah has made this 
difference. If there is confusion, there will be social problems.”
The masculine role is perceived as active, assertive (if not aggres-
sive), and powerful. Femininity is perceived as the opposite: domestic, 
submissive, and obedient to the significant males in their lives (father, 
older brother, husband). The informants stated that by about age 12, 
gender roles and expectations are understood and accepted. As one 
respondent stated:
Different jobs are assigned for boys and girls in this world. One 
should follow that; otherwise, people will speak badly about 
this. For example, there are some jobs such as cooking, domestic 
work, taking care of children, household workers (servants), 
singing songs, dancing, acting, which should be done by girls.
Another commented, “There are some jobs that can be done by boys 
and girls, for example, tailoring and teaching, but definitely not all.”
The primary sources of information about gender roles, expecta-
tions, and behaviors include recognition of different dress and play 
activities and observation of the physical differences between boys and 
girls. Participants in the group discussions mentioned that parents, 
older siblings and friends, teachers, and religious leaders reinforced 
these beliefs. In addition, for kothis, sources of information were other 
kothis and their own earliest sexual experiences.
The items in Table 4.2 are the results from focus group discussions, 
in which the participants were asked to name all the ways in which 
boys and girls, and men and women differed from each other. These 
lists focus on the most commonly recognized gender differences.
Proving Manliness to Others
As noted in Table 4.3, respondents in the focus groups were well 
aware of what they needed to do to prove themselves as men to their 
friends, families, and within the community. Sexual performance, 
activities, responsibilities, and marital and lineage expectations had 
to be followed. Some participants thought that smoking, drinking, 
gambling, and keeping weapons were behaviors that could prove man-
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liness; others admonished against certain risky behaviors and lifestyles. 
Kothis typically reported, however, that they did not want to prove 
they are men. The following suggestions were generated in the group 
discussions when the facilitators asked the respondents to list the ways 
in which males “prove” their manliness or masculinity.
TABLE 4.2 Perceived gender differences between males and females
Males Females
Dress
Short hair, no jewelry or make-up, wear  Long hair, wear jewelry, make-up, dresses 
pants (lungi), shirts, caps, and watch on  (salwar kamiz, saree) when they dress up, 
left wrist and wear a watch on right wrist
Physical appearance 
Facial hair, chest hair, small buttocks and  No facial or chest hair, long hair, large 
breasts, penis (sona); produce semen; buttocks and breasts, vagina (chippu, voda); 
not necessary to be handsome have babies; should be beautiful
Childhood activities 
Play vigorous games, such as football,  Play at home with dolls and less vigorous
cricket, chess, cards, caroms*; play outside  games, such as skipping, girls’ games; no 
the home, walk and speak strongly, can  freedom to roam, walk and talk quietly, 
roam and mix with boys at night; smoke,  religious; do not smoke or drink 
drink, have sex 
Personality attributes 
Courageous, less jealous, good intelligence,  Less courageous, more jealous, low
and more intelligent in dangerous  intelligence, and less intelligent in
situations; can control their emotions,  dangerous situations; cannot control their 
less shy and reserved;strong sexual urge;  emotions, shy and more reserved; cannot 
can express love openly; can offer an express love openly; cannot offer an  
opinion in society opinion in society
Adult responsibilities
Occupy public spaces, work in offices or  Occupy domestic spaces, do household
businesses as transport workers, farmers,  work, such as wife or maid, or work as a
or day laborers; perform heavy work, help  garment factory worker, cannot do heavy
father; breadwinners work; care for husband and children;
 spend husband’s money
Personal behaviors 
Can smoke cigarettes, drink alcohol, take Eat betel leaves, do not drink or take drugs;
drugs (ganja, phensydil); involved in criminal  not involved in criminal activities,
activities, battle with other boys (maramari) quarrel with one another
Marital and lineage expectations
Can choose the age at marriage, can get  Little choice in age at marriage, need
married by themselves, can become fathers assistance to get married, can become  
 mothers
* A board game involving shouting, jumping, moving arms, and shooting the central carom across 
the board.  
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Gender Differences between Kothis and Men
The kothi respondents described that in their preadolescent years, they 
had experienced psychological conflicts between what they felt and 
experienced while growing up, and what was socially expected of them 
as biological males. They defined themselves as feminized males, that 
is, biologically male but psychologically female: “When young, while 
other boys played cricket and football, we kothis played with dolls and 
girls’ games,” and “We look like a man physically, but psychologically 
we are women. We have the same characteristics of women, the way 
they love and desire everything.”
These gender role differences are reinforced during adolescence 
through sexual experiences with older panthis and by socializing with 
feminized males who identify as kothis and hijras. The kothi respon-
TABLE 4.3 Ways of proving manliness to others
Sexual performance and behavior
Have love affairs with girls and talk about them with their friends
State that they can last a long time doing sex and talk about sex
Compete with friends on penis size, erections, and masturbation
Watch pornographic movies
Show anger to family members, especially females
Activities
Avoid feminine behavior, dress, jewelry
Wear men’s dress
Engage in body-building, keep fit, and demonstrate strength
Join a gang, engage in criminal and terrorist activities, and carry a weapon
Engage in smoking, drinking, and gambling
Responsibilities
Take care of younger brothers and sisters and arrange their marriages to eligible  
  individuals from well-established families
Earn and save money, become established in life
Give money to one’s family, help those in need, and spend money with friends
Marital and lineage expectations
Marry a girl selected by one’s parents and take care of one’s wife and children
Do sex with one’s wife after marriage, be intimate with one’s wife
Give birth to a male child to maintain lineage
Prohibited activities, noted by a minority of respondents
Do not take drugs, do not become involved in love affairs, do not become involved in 
  criminal activities, and do not stay out late at night.
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dents in the group discussions said they were quite young when they 
began to learn the kothi dialect (based on the Ulti linguistic code 
spoken by hijras in some parts of South Asia); they also began to learn 
and adopt kothi sexual practices and behaviors.
In the group discussions, respondents were asked when and how 
they learned they were kothis. Younger boys typically cited a kothi 
friend. Boys who identified as kothis at age 14 or 15 mentioned an 
older kothi neighbor, kothi uncle, kothi guru, or a hijra.
Owing to their socially reinforced gender roles and behaviors, 
kothis reported that they generally wore male clothing, and they spoke 
of their awareness that their families expected that they act like males. 
Several respondents reported that their family members did not know 
they were kothis. They stated that they adopted characteristics of ad-
olescent masculinity, by adopting manly mannerisms, behaviors, and 
language, when it was necessary to “pass” in the presence of family, 
work colleagues, schoolmates, or among “manly” men. One respon-
dent in the group discussion stated:
In familial social gatherings or events (before the marriage fix-
ing ceremony), we have to behave like men; otherwise, we will 
be the cause of social shame for the family. Then we wear manly 
dress and try to overcome our womanly behaviors. 
Others stated, “When we have to accompany our sisters to school, 
then we have to behave like a man; otherwise, our sisters’ friends will 
say bad things about us, which will cause pain to our sisters,” and 
“When we go any place with our father, then we have no choice but 
to behave like a man to protect our fathers’ social prestige.” Some 
kothis stated that they had “manly” friends with whom they needed to 
prove their manliness through activities such as smoking, riding boats, 
and farming fields.
Many kothis stated that as they mature, they gradually find that 
they no longer need to prove their manliness in front of others. Fem-
inized performance becomes the norm, and body language, physical 
expressions, language, dress, make-up, and mannerisms express what 
they and their friends perceive as being “female-like.” When asked 
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how they showed their friends that they were kothis, respondents 
stated that they walked and talked like women, wore female dress, 
danced, plucked their eyebrows, applied make-up and nail polish, 
and mixed with other kothis. Many also seduced males, by imitating 
a romantic version of the “vamp,” as depicted in films. The term kothi 
pana refers to behaving too effeminately in public places. 
The respondents in the group discussions spoke of the verbal 
abuse, harassment, and physical violence that kothis and hijras often 
experience at the hands of their fathers and brothers, schoolmates, 
co-workers, the police, and maastans (hooligans or extortionists). En-
gaging in MSM sexual behaviors is especially stigmatized in Bangla-
desh, where male-to-male sexual activity is illegal, although reportedly 
rarely prosecuted. Moreover, it is often effeminacy and not the actual 
knowledge of male-to-male sexual behavior that leads to harassment 
and violence. 
When asked how their family members expected them to act, 
participants commonly reported that their families expected them to 
marry, father children, and earn money to support the family. Less 
commonly, they reported that their families did not want them to 
have friendships with other feminine boys, hijras, or girls, for fear they 
would make them more feminine. They also wanted them to work 
outside the home, rather than stay home. 
Kothis stated that their opinions were not valued within their 
families, they were thought to be victims of earlier sins that had taken 
place in the family, and they were discriminated against in terms of 
education. Kothis reported that they were given less responsible work 
compared to that given to their siblings, 
they were asked to do household work, 
did not receive pocket money easily, 
and were discouraged from attending 
social events. One respondent stated, 
“Mothers and sisters adore kothis, but 
fathers and brothers beat them.” An-
other commented, “Kothis often have 
quarrels with their ‘normal’ brothers 
“Kothi respondents defined themselves as 
feminized males, that 
is, biologically male 
but psychologically 
female.”
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and sisters.” Similar data have been reported in many other studies in 
South Asia. Based on qualitative interviews with 18 kothis in Chennai, 
India, Chakrapani et al. (2007) reported that family members blame 
them for conflict and family stress and are ashamed of their sexual ori-
entation, which can result in violence inflicted by parents and siblings 
and ejection from the home.
All of the kothi respondents reported having been verbally abused 
because of their feminine behaviors. They stated that males teased 
them by greeting them with terms such as hijra, sexy, or half-lady. 
Three respondents reported the following reactions of the general 
public: “Neighbors tease us as hijra.” “In the streets people throw dhil 
(small brick pieces) at us.” “We are discouraged from attending social 
events with others.” Other respondents felt that people pitied them. 
Kothis believed that men saw kothis as sex partners, persons to tease 
and sexually abuse, condemn, or ignore. They felt they were perceived 
as weak, sick, and mentally disturbed persons, criminals (papi), or as 
pimps for female sex workers. 
Their early sexual encounters were usually coercive, regardless of 
whether or not they played a receptive role. Eleven out of 18 sexually 
experienced unmarried and married kothis and hijras reported that 
they had been asked to masturbate older boys by the age of 11 by 
doing oral sex, or had been anally penetrated by older males. These ex-
periences led kothis to experience feelings of inferiority: “We are born 
males, but we behave like females, so sometimes we think we are sick 
people.” “We are inferior men because we are kothis.” 
Some of the comments from the youths who had experienced 
sexual coercion showed strong feelings of self-denigration, shame, and 
stigmatization: “Kothi behavior is not good because it is feminine … 
Society disapproves of feminine behavior.” “Kothis are bad because 
society does not approve of them; they do bad things.” They reported 
difficulties in finding employment and experienced harassment in 
educational institutions because of their feminine behaviors: “Our 
feminine behaviors make it difficult to obtain good jobs.” Other 
research on older kothis in Bangladesh indicates that the harassment 
experienced at school is the main reason cited for dropping out of 
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school. Their limited education subsequently hinders their ability to 
get a good job and may be responsible for forcing many into sex work 
(Bondyopadhyay and Khan, 2004). 
Friendship and Intimacy between Males and between 
Males and Females
In the group discussions, male-male friendship was defined by kothis 
primarily in sexual terms with regard to panthi friends, or nonsexual 
relations with kothi friends and normal “manly” friends. When asked 
about love relationships, kothis reported that in addition to their family 
members, they loved panthis. However, they commented that in many 
cases, panthis actually do not love kothis, but enjoy sex with them be-
cause of their physical needs: “Panthis’ feelings are like the colors of the 
sky (which are unpredictable and can change color at any time).” 
Many of the participants in the group discussions with the general 
population of males said that boys lack the social skills needed to 
relate to girls and women outside their immediate family and do not 
fully understand their feelings, emotions, or desires toward wom-
en. This is largely because Bangladesh is a highly gender-segregated 
society. Boys have to be careful in making friendships with girls, since 
male-female friendships outside of marriage are strongly disapproved 
of by parents and others. “No physical closeness should be allowed 
in friendships, as sex could happen.” These friendships, even when 
they are nonsexual, are kept secret from families and neighbors. Three 
older respondents stated, “Parents will be shamed if I go around with 
a girl.” “If a boy has a love relationship with a girl, he should keep it a 
secret. One should show love after marriage.” Despite this widespread 
disapproval, however, personal friends may actively encourage and 
support such relationships. “Close friends will always support you, 
push you to do bad things, encourage sex with girls, or help to keep 
you away from trouble.” 
Kothi respondents, on the other hand, said that it was far easier 
for them to form friendships with girls. Some respondents stated, “My 
mother thinks it is better to stay home and pass time with females, so 
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I don’t have a chance to mix with bad male friends, who are criminals 
or drug abusers.” “However, when the family does not know that 
their son is a kothi, they will not approve.” “Girls trust kothis, because 
they think like girls, have the same attitudes, and make no demands 
for sex.” Kothi respondents generally stated that they had no desire 
to have sex with other kothis or with females, who were perceived as 
sisters and rivals for sexual partners. 
Male-to-Female and Male-to-Male Premarital and 
Extramarital Sexual Behaviors
In the interviews, some of these respondents stated that boys were 
physically capable of having sex at age 12 or 13, but when asked what 
they thought was the right age for sex, the appropriate age they gave 
was between 18–25 years for boys. They also stated that girls were 
capable of having sex at age 12, but the right age would be between 
17–20 years. Generally, kothis suggested a younger appropriate age for 
initiation of sex for boys (between 16–25 years), but about the same 
for girls, 17–21 years.
Twenty-four respondents in Cohort C, three kothis married to 
women, and three hijras completed a self-administered questionnaire 
on sexual behaviors during their interviews. Table 4.4 shows that 
within the total sample of 30 respondents, 27 were sexually expe-
rienced. The median age at which they first “had sex with another 
person” (sex undefined) was youngest for feminized MSM (kothis and 
hijras) (11 years), in comparison to the sexually experienced respon-
dents from the general population of males (13 years). Feminized 
men all reported that their first sexual partners were male. For the 
other respondents, sex was typically with a female or, in one case, with 
another male when the respondent was 14 years old. 
Kothis reported that they knew many males who had had sex with 
boys, and some expressed confusion about these relationships: “Why 
do boys do sex with boys? We kothis are here,” one informant stat-
ed. Although sexual relations between members of the same sex are 
socially disapproved, in Bangladesh and other South Asian countries, 
various forms of sexual play not involving penetration were reported 
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to be frequent among boys and young men. Casual sexual encounters, 
referred to as maasti (mischief ), can include self-masturbation in a 
group while watching blue films, fondling and hugging one another 
in shared beds, or engaging in oral sex, masturbation, thigh sex, or 
frottage, rather than more intimate anal sex. Although these casual 
sexual encounters are tolerated to a greater extent, they still take place 
in secret. Such experimentation is often the first sexual encounter 
experienced by young men.
These activities were described by informants as “friends helping 
friends” to achieve discharge when the need becomes urgent or to 
relieve “body heat.” Some kothi respondents stated that, “Sucking 
the penis is a symbol of friendship with boys.” A respondent from 
the general population commented that, “Physical closeness between 
males is possible because there is no opportunity to do sex with 
females.”Another respondent stated, “If friends sleep in groups, then 
masturbation is a common occurrence.”
The kothi respondents offered a variety of explanations for the 
prevalence of male-to-male sexual behaviors, despite their near-uni-
versal stigmatization in Bangladeshi society. They noted the fact that 
males freely socialize together, compared to the difficulties reported 
in establishing male-female friendships. Kothis were available, sexual 
relations could take place discreetly, and the cost of their services was 
lower than the prices charged by female sex workers. Other motives 
TABLE 4.4 Age range, median, and mean age at first sexual  
experience, and sex of first sexual partner
      Sex of first
    Median Mean sexual partner
    Age age at age at Male Female 
Age cohort and study group range  first sex first sex (n) (n)
Cohort C general population of males  
  (not sexually experienced) (n=3) na na na na na
Cohort C general population of males  
  (sexually experienced) (n=9) 12–17 13 13.9 1 8
Feminized MSM (sexually experienced, 
  12 kothi-identified MSM, plus  
  3 kothis married to women, and  
  three hijras) (n=18) 7–14 11 10.8 18 0
102 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
included the greater pleasure experienced with male partners, prefer-
ences for anal sex, and avoidance of pregnancy. Younger kothis felt that 
premarital sex (including sex with men) should be allowed: “Other-
wise the number of kothis’ sex partners will decrease.” “Males [will] not 
attack females [for doing sex], as they are involved in sex with kothis.”
Young Men’s Sources of Information about Sexual 
Matters
The young men in the group discussions were asked to list their 
sources of information and advice on various topics, such as good and 
bad behaviors. Family rules and societal norms regarding relationships 
with females, good and bad friends, and respect owed to elders were 
stressed. Explicit information also included injunctions against nudity 
and touching the genitalia. 
The respondents stated that information about their bodies and 
puberty, girls, sexuality, and marriage was often acquired through their 
own observations, sexual experiences, circumcisions (musalmani), and 
attendance at marriage ceremonies. They also reported receiving in-
formation and guidance from family members, such as older siblings, 
other relatives (cousins, sisters-in-law), friends, neighborhood elders, 
teachers, and Imams, who lead prayers in mosques and are recognized 
authorities on Islamic theology and law. 
Although parents may provide some information primarily relat-
ing to family rules and marital responsibilities, all respondents, regard-
less of age or gender identity, stated that they never discussed sexuality 
with their parents. The advice of friends, including girlfriends, kabiraj, 
and exposure to hard-core, explicit pornographic films are much more 
important sources of information. In Bangladesh, kabiraj are healers, 
many of whom are in rural areas, practicing Ayurvedic medicine and 
treating patients with various herbs and root plants, including spir-
itual rituals. In addition, street salesmen in Dhaka offer advice and 
information and sell various types of medicine, which include hand-
made medicines such as herbs and plants. Some sell homeopathic and 
Ayurvedic medicines for illnesses, including STIs, nocturnal emission, 
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and other psychosexual concerns. The respondents also refer to these 
salesmen as kabiraj. Less often, young men reported that they relied 
on books and magazines, Bengali and Hindi cinema, and information 
provided by ghotocks (matchmakers).
Sexual health was perceived as the capacity to prevent early ejac-
ulation, perform sex for a long time and frequently, and have a large, 
long, and straight penis. They also mentioned disease-free genitals and 
absence of nocturnal emission. Although information on sexual health 
was acquired from various individuals and through different commu-
nication channels, it was often inaccurate and incomplete. 
Beliefs regarding semen loss and masturbation
Respondents reported that masturbation (hasto-moithun) was un-
avoidable, as it lessened sexual urges. However, they also worried 
about its possible negative consequences on the quality and vitality 
of semen, as well as damage to the penis if it became “excessive.” The 
semen of healthy and sexually strong men should be thick and milky-
white. One drop of semen is widely believed to be equivalent to 40 
drops of blood, and since semen and blood are linked, masturbation is 
thought to weaken the penis and the body. Semen loss (birjo harano) 
could deplete the reservoir of semen and lead to “diluted or thin” 
(patla), “weak,” or “discolored” semen. “Weakness” of semen (dhatu 
durbolota) ultimately results in “sexual weakness,” a disease resulting 
from semen loss due to “excessive” masturbation or dhatu padiba. 
Weakness is commonly seen as a threat to masculine sexual potency 
(birjoban purush means a sexually powerful or potent man). 
Most respondents expressed the belief that masturbation could 
damage a man’s ability to have satisfactory sex with one’s wife after 
marriage, rendering husbands incapable of fulfilling their wives’ sexual 
urges. Some younger respondents in the general population of males 
expressed the belief that having intercourse two to three times a day 
would be beneficial, since “a higher number of sex acts means good 
sexual health.” “Sex during the teen years is believed to widen and give 
relief to the penis.” These statements reflect the belief noted in other 
studies in Bangladesh that young men can produce semen rapidly 
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because of their age and greater intake of certain foods. Older respon-
dents in the general population disagreed, stating that sexual health 
could be maintained by not having sex every day, in order to avoid 
weakness after sexual intercourse. They expressed the general theme of 
conservation of semen.
Respondents also mentioned that masturbation could reduce 
the amount of sperm and make it more difficult to impregnate wives 
or could increase the risk of children born with physical or mental 
deficiencies. Some kothis believed that masturbation could cause 
abnormal childbirth. Some respondents from the general population 
of males also expressed concerns regarding future fertility, stating that, 
“Masturbation loosens the rogh [veins] of the penis,” and “Excessive 
masturbation can deplete the semen of the penis … makes a male 
impotent.” 
Finally, aside from semen loss, excessive masturbation could also 
cause ill health and damage the penis, weaken or change its shape 
and size (making it short, curved, and narrow). As one respondent 
stated, “Masturbation injures the penis.” Semen loss or thinning from 
“excessive” masturbation is a major psychosexual concern reported in 
Bangladesh and India (see Khan et al., 2006 for a discussion of the 
historical and cultural roots of these beliefs in Bangladesh; see Lakhani 
et al., 2001; Pelto, 2002; and Verma and Schensul, 2004 for studies 
on similar psychosexual concerns in India). 
Beliefs regarding nocturnal emission
Nocturnal emission (swapno-dosh) was similarly reported to be an 
illness experienced by young men around the age of 14–16. This invol-
untary act, also referred to as “nightfall,” causes shame. All respondents 
in the group discussions cited sexual thoughts during the day and 
prolonged abstinence from sex as causes of nocturnal emission. Various 
steps could be taken to prevent it. They mentioned masturbating while 
watching blue films, overeating, or holding a body while sleeping. 
Some respondents said that if one slept after reading sura (verses in 
the Koran), drank water before bedtime, or ate pathar-kuchi leaves, 
nocturnal emission would not occur. Other commonly mentioned 
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ways to prevent nocturnal emission included having sex every two days 
or at least once a week, keeping one’s regular partner (parik), getting 
married, wearing tabij (an amulet), or buying kabiraj medicines.
A large study conducted in the 1970s in Bangladesh that collected 
survey and interview data reported that beliefs about semen loss as a 
health problem were pervasive among both Muslims and Hindus (Ma-
loney et al., 1981). A population-based survey in the rural area of Mat-
lab, Bangladesh revealed that 17% of men cited psychosexual concerns, 
including nocturnal emission, premature ejaculation, maintenance of 
an erection, impotence, and dissatisfaction with sexual intercourse. 
Most men with sexual concerns had sought care, generally in the private 
sector. During the first year of the establishment of a male sexual health 
clinic in Matlab, 41.5% of adult men attended the clinic reporting psy-
chosexual problems (Collumbien and Hawkes, 2000; Hawkes, 1998). 
Sexual risk-taking
Schensul (2002) has proposed a theoretical framework that hypothe-
sizes a causal sequence that begins with boys reaching sexual matura-
tion and assessing the available options for sexual satisfaction. For the 
great majority of boys and young men, these options are self-mastur-
bation, performed rapidly and discreetly, and mutual masturbation 
with male peers, or alternatively seeking partners for penetrative sex. 
In South Asia, easily available sex partners are commercial sex work-
ers, kothis, and hijras. Some respondents in the general population of 
males also mentioned girlfriends, older women, and household ser-
vants. Among many of the young men, relatively risky sexual activities 
are regarded as “safest” for avoiding semen loss, while masturbation is 
seen as more risky and dangerous for their future sex life. 
Beliefs regarding the prevention of HIV/STIs
Despite high levels of risky sexual behaviors, HIV prevalence has 
remained very low among both the MSM population and the adoles-
cent male population in Bangladesh (Azim et al., 2009). Most partic-
ipants in the group discussions (98/128) had heard of AIDS, but only 
one-third (38/128) could identify STI symptoms. In the interviews, 
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all of the kothis reported that they had heard of AIDS, STIs, and 
condoms. Only a few kothis were able to name specific STIs, such as 
gonorrhea or syphilis, and they could not describe their symptoms. 
Younger informants in the general population of males also reported 
having heard of AIDS, but they showed very limited knowledge. In 
interviews with the older cohort of respondents in the general popula-
tion of males, all reported having heard of AIDS, but they could not 
identify specific STIs. 
When the participants in the group discussions were asked about 
ways to prevent HIV and STIs, they presented a number of useful 
suggestions to reduce sexual transmission. Sex should be avoided with 
individuals who might already be infected, such as commercial sex 
workers and street girls, call girls at the hotel, and panthis, who also 
have sex with street girls or with multiple kothis. Younger kothis also 
suggested abstaining from sex before marriage and using condoms 
with all partners except husbands and wives. Younger respondents 
in the general population of males also recommended having only a 
single sex partner. Older kothis suggested avoiding sex with those who 
are already infected with STIs. Avoidance of ejaculation of sperm into 
the mouth was also mentioned. 
However, vague or ineffective measures were also suggested, 
such as avoidance of masturbation, avoidance of “bad” boys and STI 
patients, and use of kabiraj medicine. Some suggested washing the sex 
organ with urine after sexual intercourse. 
Young men’s expressed needs for accurate information
Participants in the group discussions expressed a strong need for great-
er access to accurate information on the following issues: (a) the body, 
puberty, and body changes; (b) sexuality and how to have sex properly 
to achieve full satisfaction; (c) psychosexual concerns, including mas-
turbation, nocturnal emission, appropriate size and shape of the penis, 
and erectile strength; (d) nutrition and healthy living; (e) marriage, 
reproductive life, and childbirth; (f ) legal and religious issues relating 
to marriage, divorce, marital age, and dowry; and (g) STI/HIV symp-
toms, prevention, and treatment. 
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Conclusions and Programmatic Implications
The themes explored in this study focused on the ways in which fem-
inized young men have a very different and difficult path in establish-
ing their gender and sexual identities. Young kothi informants spoke 
of serious problems in reconciling their gender identity and sexual 
preferences and behaviors with the strong opposition and stigmati-
zation they experienced. The dissonance experienced with dominant 
social values lowers their self-esteem and produces feelings of shame 
and social exclusion.
Their vulnerability is further deepened by the teasing, harassment, 
physical and sexual violence, and coercion they experienced during 
childhood and adolescence. Male-to-male sexual activities begin at a 
relatively young age—earlier than the sexual initiation of most youth 
in the general male population. Male-to-male sexual behaviors are by 
their nature risky, since unprotected anal intercourse is the preferred 
sexual act. The early socialization experiences of kothis are deeply 
stigmatizing. These experiences increase their risk of engaging in risky 
sexual behaviors. 
Kothis and respondents in the general population of males ex-
pressed many of the same concerns and fears regarding penile size, 
semen loss, sexual weakness, impotence, infertility, and other psy-
chosexual concerns that have been widely documented in other 
studies in Bangladesh and India. All of the respondents in this study 
had serious gaps in their knowledge of sexual physiology, the symp-
toms, treatment, and prevention of HIV/STIs, and related topics. 
They, along with those with whom they consult on sexual matters, 
share long-standing erroneous beliefs regarding “semen loss” and the 
supposed dangers of excessive masturbation and nocturnal emission, 
combined with misconceptions relating to the transmission of HIV/
STIs. If anxieties associated with masturbation and nocturnal emis-
sion can be reduced, young men will be less likely to engage in risky 
sexual behavior and less exposed to HIV/STI infection. 
The young men in this study expressed great interest in acquir-
ing accurate information on sexual health issues. Some of the major 
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factors that prevent effective communication on these issues include: 
cultural taboos against discussing sexual matters and HIV/STIs; 
gender segregation of males and females; verbal abuse, harassment, 
physical and sexual violence, coercion, and stigmatization relating to 
feminized behavior and MSM sexual behavior; and the criminaliza-
tion of consensual sex between men. The same factors also contribute 
to the psychological conflicts, feelings of shame, and the social mar-
ginalization of young feminized men. 
The integration of reproductive 
health services for men in 
HFWCs
From 2000 to 2003, an operations 
research study supported by the 
Population Council’s FRONTIERS 
in Reproductive Health Program was 
conducted. The study demonstrated 
that reproductive health services for 
men could be easily and acceptably 
integrated within the Health and 
Family Welfare Centers (HFWC) in 
Bangladesh, which had previously 
been primarily women-centered 
health facilities (Rob et al., 2004). As 
a follow-up to this study, the Direc-
torate General of Family Planning, 
in collaboration with the Institute of 
Child and Mother Health, intro-
duced services for men in 40 HFWCs selected from four districts of 
Dhaka division (DGFP, ICMH, and PC, 2008). During the last three 
months of the project, an evaluation was conducted, which confirmed 
the feasibility of integrating male services, especially for treatment of 
RTIs/STIs, in the existing female-focused service delivery system. The 
program significantly improved the trainees’ knowledge and compe-
tence in the management of RTI/STI clients. Greater awareness of 
“ Young kothi informants spoke of 
serious problems in 
reconciling their gender 
identity and sexual 
preferences and behaviors 
with the strong opposition 
and stigmatization 
they experienced. The 
dissonance experienced 
with dominant social 
values lowers their self-
esteem and produces 
feelings of shame and 
social exclusion.”
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services increased their use by both men and women, especially for 
general health care and diagnosis and treatment of RTIs/STIs, and 
condom distribution increased during periods of regular supply. In 
response to these encouraging study findings, recommendations have 
been made to ensure successful scale-up of the program.
Bandhu Social Welfare Society
Kothis in this study suggested that NGOs would be the best sourc-
es to provide accurate information. This suggestion is undoubtedly 
due to their familiarity with the services provided by the Bandhu 
Social Welfare Society (BSWS), whose collaboration made this study 
possible. The program offered by BSWS, now working in 14 districts 
of Bangladesh, provides a realistic model for meeting the needs for 
accurate information and services expressed by MSM. In their pro-
gram, social welfare and social support services include psychosexual 
and psychosocial counseling, outreach through peer educators, and 
a livelihood skills program. These services offer support and build 
self-confidence, instill a sense of belonging, nurture self-respect and 
responsibility for self-care, and strengthen clients’ ability to negoti-
ate condom use. Finally, confidential STI management and general 
health treatment, HIV voluntary testing and counseling, care and 
support services, and referrals for antiretroviral access and other ser-
vices are offered (amfAR, 2010).
Aside from HIV prevention and sexual health programs, BSWS 
also educates the police and policy-makers on the health issues and 
rights of MSM and transgender persons. By working closely with 
local police, government officials, lawyers, human rights groups, and 
journalists, BSWS has improved public understanding and attitudes 
toward its clients and those who provide education and services on 
their behalf and has fostered more positive media coverage of health 
and human rights concerns (amfAR, 2010). A recent World Bank 
review of the services provided to MSM and hijra populations in  
Bangladesh concluded that expansion of services for MSM was  
urgently needed, and a hijra-specific program should be developed 
based on their situation and needs (Azim et al., 2009).
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Representation of the 
“Masculine” Identity  
in Bangladesh
M.E. Khan 
John W. Townsend 
The American Heritage Stedman’s Medical Dictionary defines mas-
culinity as something that is traditionally considered to be character-
istic of a male (2004). According to Leach (1994), masculinity is not 
“natural” in the biological sense of being male. It is a gender concept, 
which is synthesized by humans themselves and is constructed over 
time in society and polity. It is for this reason that the very definition 
says that masculinity includes traits that are “considered” to be male 
characteristics. It does not have a scientific, but a historical and tra-
ditional backing. It reflects individuals’ ideas about how men should 
behave in general (Shearer et al., 2005). Various studies have stated 
that the most important generalization of masculinity is to “not be like 
girls/women” (ICRW, 2002; Population Council, 2004; Shearer et al., 
2005; Thompson and Pleck, 1986; Zilbergeld, 1992). In other words, 
CHAPTER5
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masculinity is primarily viewed as anything that is not feminine. While 
women are identified as soft, caregiving and domestic (Leach, 1994; 
Population Council, 2004; Shearer et al., 2005), popular attributes of 
masculinity or manliness include strength, self-reliance, breadwinner, 
success, sexual interest and prowess, toughness, aggressive, domi-
nant, potent, controls women, muscular body, daring, courageous, 
commanding respect, among others. (ICRW, 2002; Leach, 1994; 
Pop ulation Council, 2004; Thompson and Pleck, 1986). Although 
standards of masculinity differ across time in different cultural groups, 
it is always identified as different from femininity. 
Being a socially constructed concept, and having evolved tradi-
tionally, it not only legitimizes the social inequality between men and 
women, but also makes this inequality appear as natural as biological 
differences (Leach, 1994). A study conducted by Population Council 
in the slums of Mumbai (2004) showed that a man who displays fem-
inine traits is looked down upon as non-masculine, reflecting incapac-
ity to reproduce or fight back. Out of fear of losing their masculine 
identity, men are under pressure to prove their manliness. This affects 
their behavior in society as well as at home (ICRW, 2002; Population 
Council, 2004). An example of such an attempt is seeking sexual 
experiences with sex workers and willing partners to prove their mas-
culine sexuality. The study by ICRW in Rajasthan showed that if men 
fail to live up to the standards of masculinity, they tend to become vi-
olent. They release this tension by beating their wives, the probability 
of which is even higher if the wife questions them or challenges their 
masculinity (ICRW, 2002). 
Masculinity not only establishes men as intrinsically superior to 
women, it also provides them certain definite privileges over wom-
en. As noted by Leach, the identification of man as the breadwinner 
reflects subordination and dependence of the wife (Leach, 1994). The 
notion of masculinity as dominant authorizes the use of violence as a 
punishment for wife’s misconduct (ICRW, 2002). The study in slums 
of Mumbai showed that seeing sexual control as a masculine attribute 
could lead to sexual harassment in an attempt to assert male identity 
(Population Council, 2004). 
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Given the importance of the concept of masculinity in the lives 
of men, gender studies in each region need to take account of the way 
in which men identify themselves as masculine. The present study has 
tried to explore how masculinity is constructed in Bangladesh, by ex-
amining the perceptions of both men and women and what influence 
such a construction has on their relationships.
Objectives
•	 To study the perceptions of men and women about masculinity
•	 To assess how perceptions about masculinity influence physical 
and sexual violence in the households of Bangladesh
•	 To assess how perceptions about masculinity affect communi-
cation between parents and children on sexual and reproductive 
matters.
Methodology 
A combination of qualitative and quantitative methods was used to 
collect data. This included:
•	 A sample survey of 600 rural and 1004 urban men.
•	 In-depth interviews of 72 men
•	 In-depth interviews of 12 women of reproductive age (15–49 
years)
•	 In-depth interviews of 136 married women of reproductive age 
The qualitative data were collected by trained social scientists over 
a span of 6 months. Often collection required two or more sessions 
with individual informants. All interviews were conducted in the local 
language.
First an attempt was made to understand how the concept of mascu-
linity was perceived by men and women in Bangladesh. Men and wom-
en were asked in in-depth interviews to explain the characteristics that 
they felt were essential to qualify as a “real man” or “mard.” Concurrent-
ly, a quantitative survey also examined the patterns of those perceived 
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norms of masculinity. The study then explored whether the perceived 
normative masculinity had any association with men’s relationship 
with their wives and children. Issues that were specifically looked into 
include physical and sexual violence directed to wives, the role of parents 
as a source of information on sexual matters for sons, and the attitude 
of men regarding such a practice, given normative masculinity. 
What Is Masculinity?
Both qualitative and quantitative data showed that masculinity was 
perceived as a multidimensional facet of a man’s life. It included his 
physical appearance, character, and his authority as a man, i.e., gender 
power, sexual attributes, and the ability to reproduce. Table 5.1 sum-
marizes the various perceptions of men and women regarding mascu-
linity. The percentages are based on the survey of 1604 men. The table 
gives only the total percentages. 
Physical attributes and appearance
Both men and women in in-depth interviews identified the “real man” 
as someone who was strong and had a good physique. In the survey 
of 1604 men, 84 percent provided support for “strong physique” to 
define masculinity (see Table 5.1). No real rural–urban difference was 
found in the reporting of this attribute of masculinity. From other 
responses of the informants, especially male informants, it appeared 
that the idea of “strength” being a masculine concept was concerned 
with acquiring command.
Male informants often mentioned that a real man is one whom 
people fear because of his strength. They also reported “Fighting for 
honor” as an attribute of a real man, which would necessarily require 
him to be strong. The survey showed (see Table 5.2) that the idea of 
a man who fights for honor was a view more strongly held by the 
rural respondents (91 percent of 600) than urban respondents (64 
percent of 1004). 
Women in the in-depth interviews often equated strength and 
good health with the ability to work harder, since for them an  
important criterion for being masculine was to earn a good living, 
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TABLE 5.1 Perceptions of masculinity by men and women, provided 
through in-depth interviews
 Commonly stated 
 by both men Stated only Stated only 
Category and women by men by women
Physical appearance Strong physique (84%)  Good health*
    Commanding voice*
Character Honest and strong  Fight for Provides economic 
 character (84%) honor (74%) security to family*
  Fearless/courageous (82%)  Caring for family*
  Hot blood/anger in   Hard working*
  nature*  Take control of any
    situation*
    Keeps his word*
Gender power Controls wife (95%)  Maintains authority
  Maintains strict discipline   in family but with
  in family (69%)  kindness*
Sexual desire and Prolonged performance  Multiple sexual Many wives
power in sex (87%) partners (15%)
  Strong sexual urge/sex
  many times on the same
  night (73%)
  Satisfies sexual partner (97%)  
Reproduction Has many children (17%)
  Child in the first year of  
 marriage (but in case of  
 women, both acceptance  
 and non-acceptance for 
  the same was found)  
Note: Percentages are based on the sample survey of 1,604 men.
*Identified only in qualitative interviews.
TABLE 5.2 Rural–urban differences in the characteristics of mascu-
linity (ratings by males)
   Do not 
Characteristic Completely agree (%) completely agree (%)
Honest and strong character 
 Rural 96 4
 Urban 76 23
 Total 84 16
Ready to fight for honor 
 Rural 91 9
 Urban 64 35
 Total 74 25
Maintains strict discipline in family 
 Rural 79 21
 Urban 63 37
 Total 69 31
Total N=1,604 (Rural=600, Urban=1,004).  
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which a strong man could do by work-
ing hard. Some additional attributes 
noted by female informants were being 
tall and having a commanding voice. 
Strong character
Besides having a strong body, hones-
ty, fearlessness and courage were also 
required to complete the picture of 
the real man. The male survey also 
provided support for these percep-
tions. About 82 percent of the male 
respondents associated masculinity 
with fearlessness and courage, and 74 
percent believed that a real man should 
be able to fight for honor. About 84 percent believed he should be 
honest and have a strong character. This was also more widely reported 
by the rural respondents than the urban respondents. Again, elements 
of dominance and command can be seen in such perceptions. For 
instance, “fighting for honor” could be done by a man who is not only 
powerful but also fearless and courageous. One male informant said: 
A masculine person has a good body, a lot of strength and 
courage to protect his family. He could take the lead in any 
situation….
Thus it was believed that the real man should be strong, fearless 
and courageous so that he could fight to protect his family. Some 
women also felt that such a fearless and courageous “real man” would 
be able to face all situations and protect them from unlawful activities. 
A real man is responsible. If anything wrong/illegal/unlawful 
happens in front of his eyes, he should have the courage to han-
dle such a situation. He wouldn’t get frightened and will protest 
against wrong.
Some women, on the other hand, felt that “wife beating” demon-
strated such “masculine” characteristics as power, courage and fearless-
ness. In the words of one female informant: 
“ Masculinity is not only associated with 
control over a wife, 
but also control over 
all members of the 
household. The real man 
is looked upon as the 
leader of the family and 
is expected to maintain 
strict discipline in the 
family.”
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Only a masculine man can beat his wife when there is a conflict 
between them. Because a masculine man is fearless and has 
enough courage to beat wife.
Another popularly stated characteristic of masculinity is having an an-
gry nature and “hot blood.” Thus the “real man” should not only be pow-
erful, but he should also possess the anger and hot blood to fight. This 
should be backed up by his strong character, fearlessness and courage. 
While the focus of men was on “fighting for honor” to define 
masculinity, women were more focused on the role of a man as the 
breadwinner. They identified a man as “real man” if he could work 
hard, earn a good living, and make his family secure economically. 
Although women also believed in the authority of men in the house, 
they also felt that along with authority he should also be kind and 
caring towards his family. 
Gender power
In patriarchal societies, the male sex is seen as superior to the female 
sex. Therefore the power structure between men and women is un-
balanced in favor of men. The real man is expected to maintain that 
power imbalance and hold his authority over the opposite sex. He 
was thus expected to “control his wife.” Both men and women in the 
in-depth interviews and men in the survey strongly believed that the 
“real man” is one who can keep his wife under control. In the words 
of a female informant: 
A normal man always listens to his wife, but a powerful man 
will never do that. He will try to keep his word and his wife 
will not have the courage to violate it.
By stating that the “powerful” man will never listen to his wife, 
the informant indicates that he maintains gender authority and takes 
his own decisions irrespective of the wife. The phrase “wife will not 
have the courage to violate…” highlights the extent of the authority 
that a real man is expected to have. Masculinity is associated not only 
with control over a wife, but also with control over all members of the 
household. The real man is looked upon as the leader of the family 
and is expected to “maintain strict discipline in the family” (65 per-
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cent). This way, he was to maintain the authority bestowed upon him 
by society on the basis of his male sex. 
Manliness should be in his every attitude. He shouldn’t do 
household/woman’s work and should work outside home. He 
should control his wife and maintain strict discipline in his 
family. He should have the ability to make everyone respect him.
Since masculinity is viewed as something that is superior to  
femininity, manliness would require not doing woman’s work and 
rather controlling women and other family members. This aspect of 
masculinity highlights that men in the household are given the com-
manding position as opposed to women, who have been assigned the 
role of serving. 
Sexual desire and prowess
Sexual attributes of a man were found to be the most important crite-
ria in assessing his masculinity. Both male and female informants felt 
that the “real man” should have a strong sexual urge, which is hard to 
satisfy. A man who has sex many times on the same night proves his 
excessive desire, as it would take more than a single act of intercourse 
to satisfy it. About 73 percent of the respondents in the male survey 
used these criteria to define masculinity. Two female informants saw 
forced sex with a wife as the demonstration of a sexual urge, which is 
so strong and so uncontrollable that he has to force his wife to satisfy 
it. One of them said: 
A normal man has sex once or twice in a week or 15 days  
but a real man wants sex every day. He wants more sex but 
his wife cannot satisfy him and cannot keep harmony with his 
sexual urge.
In the words of a male informant: 
A masculine person has complete control over his wife; his blood 
is hot and is always ready to fight for honor. He has strong sexu-
al urge and it cannot be satisfied unless he has sex 3–4 times on 
the same night….
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Sometimes sexual attributes of masculinity were given such weight 
that they can compensate for other characteristics. A young woman 
from the community expressed: 
A real man can perform sex for a long time. He can have sex 
everyday or several times at the same night. Even if he does not 
have good health, is short, lean and thin, but has a strong sexual 
urge, then I will call him a real man.
Her response showed that even if a man lacks other attributes 
of masculinity such as good physical health, he would still enjoy the 
status of the “real man” if he has a strong sexual urge.
The in-depth interviews also reflected that masculinity calls not 
only for a strong sexual urge but also sexual power. One who can 
perform intercourse for long hours is expected to have a strong sexual 
urge and is therefore considered more masculine. A greater sexual urge 
would also mean a greater ability to satisfy a sexual partner. Most in-
formants, both male and female, believed that a man must be able to 
satisfy his partner sexually. Even in the male quantitative data, all rural 
men and 96 percent of the urban men supported this contention. A 
female informant said:
…A masculine man has hot blood and hence is always ready  
for sex. They do not get sexually satisfied easily… if a man  
cannot satisfy his wife, he is not a man, he is impotent.  
Satisfying sexual desire of wife is the most important element  
of masculinity…
Perhaps, satisfying one’s sexual partner was in fact a way for a man 
to maintain his masculine gender power. Many times, the informants 
reflected that if a man were unable to satisfy his wife, then she would 
leave him. This could be humiliating for his masculinity. Therefore, 
since a real man needs to control his wife, he also needs to be sexually 
powerful. A female informant said:
A real man marries several times. In our locality, a man has three 
wives, all alive. He is financially strong and also has  
the capacity to control them. Is that not like a real man?  
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He is able to meet their financial as well as physical demands. 
This is necessary for a real man, otherwise women may leave him.
Along similar lines, a male informant said:
…to be a real man he should have sexual power, because if he is 
unable to do sex then his wife will leave him. If a person wants 
to stay with his wife, he needs to be sexually strong. We see that 
many people have 3 wives. This is only possible because they are 
sexually strong and can easily satisfy each wife.
The above remarks also lay the groundwork for the perception 
of considering men with multiple partners as masculine. From the 
remarks of the male informant it is clear that he felt that a man could 
have more wives only if he has the ability to satisfy each wife sexually. 
Therefore, multiple sexual partners were seen as a demonstration of 
greater sexual power and therefore as a mark of masculinity. The male 
survey, however, provides only marginal support (15 percent) for this 
contention. Female informants too did not seem to provide much 
support for this attribute. In the words of a female informant: 
A masculine man…should satisfy his sexual partner... multiple 
partnership is not masculinity. It indicates bad character…
Perhaps, women considered multiple sexual partners as a mascu-
line trait as long as it was within the bounds of marriage and not oth-
erwise. But the reason why either multiple wives or multiple partners 
were considered as a trait of masculinity appears to be embedded in 
the fact that only a man with sexual power can maintain many part-
ners/wives by his ability to satisfy each.
Reproduction
The case studies showed that a man who has many children or a child 
in the first year of marriage also enjoyed the status of a masculine 
man. The informants who believed in this perception justified it on 
grounds of sexual power. One female informant explained: 
Producing children in the first year of marriage is possible only 
for a “real” man, because he has that much capacity. He is sexu-
ally active, that’s why he produces many children.
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So, a greater number of children was believed to be a result of 
greater sexual capacity and therefore a criteria of masculinity. 
However, here too certain differences could be seen in the percep-
tions of men and women during the in-depth interviews. For men, 
masculinity was most closely connected with a strong sexual desire 
and the demonstration of greater sexual prowess. Although women 
gave due importance to sexual performance, they also painted an 
image of a responsible man to define masculinity. To them, a mascu-
line man was one who could earn a good living and provide economic 
security for their family. The earlier informant who considered a man 
with 3 wives as masculine clearly said that he was able to satisfy not 
only the physical but also the economic needs of all three wives. An-
other informant said:
Someone who produces many children may be called a man as 
he has that much production capacity. But after that, if he is 
able to meet all their expenses such as food, cloth, education etc., 
then people will call him a marod.
Here, the informant rates provision of economic security as even 
higher than a man’s sexual capacity. 
How Does Masculinity Affect the Domestic Lives of 
Men and Women in Bangladesh?
Given the strongly held views concerning the concept of masculinity, 
it seems reasonable to assume that men would be under pressure to 
display these characteristics of masculinity and live up to the image 
of the “real man.” Their behavior and relationships may therefore be 
affected in this pursuit. For instance, those aspects of masculinity that 
deal with gender power and control within the family may indirectly 
influence gender-based violence. Maintenance of authority within the 
family may affect communication between parents and children and 
the flow of sexual information from parents to children. The analysis 
that follows seeks to explore whether any such linkages exist between 
perceptions about masculinity and the domestic lives of men and 
women in Bangladesh.
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Certain associations were found between perceived masculinity 
and men’s behavior in the family. They have been classified under two 
categories, one of which deals with the role of men as husbands and 
the other with their role as fathers. The results have been summarized 
in Table 5.3. 
Masculinity and physical and sexual violence
Rates of domestic violence in Bangladesh are quite high. Studies 
(WHO, 2005) have shown that such violence is related to the socio- 
cultural characteristics of the country, a tacit acceptance by the society 
of such violence and the inability of women to flee or to get outside 
help to defend against abusive relationships. Studies that focus on the 
causes of violence have shown that often such incidents take place to 
combat a refusal or an assertion from the wife. A study conducted in 
Bangladesh showed that physical violence gets fueled when the wife ar-
gues, as the man takes it as a challenge to his masculine authority and 
tries to protect it by beating his wife (Chapter 9 in this volume). 
We stated earlier that people see a man as masculine if he is able 
to control his wife. Direct coercion, such as slapping or beating, could 
be an effective tool to elicit such control. Analysis of the data showed 
TABLE 5.3 Association between perceptions about masculinity and 
behavior within the home
 Reflection of masculinity Degree of 
Perception of masculinity in behavior significance
A real man keeps wife Greater reporting of physical violence χ2 = 27.1 
under control in the form of slapping, twisting arm  p ≤ 0.001 
 and pulling hair
A real man has a strong sexual  Greater reporting of sexual violence χ2 = 18.58 
urge and cannot be satisfied  in the form of physically forced sex p ≤ 0.001 
unless he has sex several times  with wife 
on the same night\
A real man maintains strict  Disapproval of parents as a source χ2 = 7.469 
discipline in family of information for adolescent sons  p ≤ 0.007 
 on sexual and reproductive matters,  
 thus restricting the flow of valuable  
 information
A real man is honest and has  Low reporting of risk behavior in the χ2 = 8.076 
a strong character form of pre-marital sex or multiple  p ≤ 0.004 
 sexual partners
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that those who believed that a real man should keep his wife under 
control also widely justified the use of violence in certain situations. 
Firstly, beating one’s wife was considered justified if the husband felt 
that his wife was neglecting household work or childcare. The second 
situation was disobeying a husband’s word, and the third was being 
seen with another man. Table 5.4 shows a percentage distribution of 
those who justified wife beating on these three grounds, on the basis 
of their support for the contention that a “real man” should keep wife 
under control.
All those who completely agreed or spontaneously agreed with 
this contention were grouped as “completely agree,” while those who 
agreed only to some extent after probing and those who did not agree 
at all were grouped as “do not completely agree.” One can see that 
a greater proportion of those who believed in keeping a wife under 
control have justified wife beating for each situation. For instance, 
both groups heavily justified wife beating if she disobeys her husband. 
But such a view was more widely reported (74 percent) by those who 
believed that wife should be kept under control than those who did 
not believe in this identity of masculinity (60 percent).
Respondents who believed in masculine gender power were not 
only more likely to favor wife beating, but they also reported such be-
havior more widely than those who did not hold such gender norms. 
The respondents were asked if they had ever slapped their wife, pulled 
her hair or twisted her arm. Out of 1461 respondents who responded 
to this question, 68 percent reported positively. Analysis again showed 
that the reporting of this form of physical violence against one’s 
wife was significantly higher (69 percent) for those respondents who 
TABLE 5.4 Men’s justification of wife beating 
according to whether they agreed that a “real man” 
should keep his wife under control (N=1,604)
Grounds on which beating Completely Do not completely 
was considered justified agree (%) agree (%)
Neglect of household***  35 21
Does not obey***  74 60
Is seen with another man***  62 39
***Chi square test, p<0.001
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supported control of wife as a characteristic of masculinity than those 
who did not (39 percent) (see Table 5.5). Hence, the perceived need 
to control one’s wife was significantly associated with the attitude and 
practice of wife beating. 
The female interviews had detailed descriptions of violence faced 
by the informants. Some of their typical expressions are given below, 
which clearly show how violence is used to restore “control over wife,” 
an element perceived necessary for the “real man.” 
One day, when my husband scolded me for not finishing cooking 
in time, I retaliated saying that I had other work to do as well. 
My husband then shouted, “You are giving me answer! How 
dare you?” And then he slapped me.
The woman’s statement shows clearly that the husband did not 
slap his wife simply because the cooking was not done in time. What 
fueled violence was the fact that she answered back, thereby challeng-
ing his masculine authority. A case where slapping occurred because 
of disobedience was noted by another female informant who stat-
ed, “Once my parents invited us for dinner. After he returned home, I 
requested him to go with me, but he refused saying that he will take me 
some other day. When I still requested to go again and again, he slapped 
me.” The female case studies showed violence being perpetrated for 
not doing household work properly, but it appeared that beating was 
resorted to when the work was not done to the husband’s satisfaction. 
“My husband scolds me regularly. If he is not satisfied with any of my 
household work then he starts slapping me.”
 As can be seen from Tables 5.5 and 5.6, even sexual violence 
seemed to have some relationship with perceptions about the sexual 
TABLE 5.5 Percentage of men who perpetrated physical and sexual 
violence against their wives, according to whether they reported 
certain characteristics as a sign of masculinity 
 Reported as Did not report 
Perceived characteristic masculinity as masculinity
of masculinity Percent N Percent N Total
Control over wife (physical violence) 69 1,394 39 67 1,461
Strong sexual urge (sexual violence) 60 1,171 48 433 1,604
127REPRESENTATION OF THE “MASCULINE” IDENTITY IN BANGLADESH
desire of a masculine man. Seventy-three percent of the male respon-
dents believed that a “real man” is one who has a strong sexual urge. 
Some even measured it in terms of frequency of sex on a single night, 
saying that he must have sex several times in one night to satisfy that 
urge. Twenty-six percent of the respondents, however, did not endorse 
such a definition of masculinity. The female case studies indicated that 
some women also held such a norm about masculinity. In fact, some 
women even provided justification of forced sex under these criteria. 
They believed that the forced sex occurs in the case of a masculine 
man because his sexual desire is so high that, to satisfy his desire, he 
must force his wife to have sex. 
Masculinity and communication between parents and 
children
In this section, we attempt to understand how far the ideas of mas-
culinity affect communication between fathers and sons regarding 
sexual issues. The questions were asked only in rural area, and the 
total number of respondents in this analysis is 600. The study showed 
that although parents should be a better source of sexual education 
for sons, the practice is not widespread. Only 13 percent of the rural 
respondents reported having received any sex education from their 
parents between 13–21 years of age. Of these, 25 respondents (33 
percent) got it from their fathers, 13 (17 percent) from their moth-
ers and 37 (49 percent), from both father and mother. Table 5.7 
summarizes the various topics which the parents of the respondents 
discussed with them.
TABLE 5.6 Number of men reporting strong sexual urge as 
characteristic of masculinity and physically forcing his wife to have 
sex 
 Reporting physically  
 forcing sex with wife
 Yes No Total
       Reporting strong sexual urge Yes 702 469 1171 
    as characteristic of masculinity  No 208 225 433
Total  910 694 1604
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Table 5.7 clearly shows that when parents talk to their children 
about sexual issues, the focus is mainly on the problems of risky sexual 
behavior (65 out 75; 87 percent), with a few mentions of family 
planning (9 out of 75; 12 percent). Analysis of the quantitative data 
showed that sex education by parents had a significant inverse rela-
tionship with the incidence of pre-marital sex. A significantly larger 
proportion (47 percent) of the respondents who did not receive 
sex education from parents reported premarital sex than those who 
received such education from parents (35 percent). As we can see, the 
practice of discussing sexual issues with adolescent sons is not wide-
spread. When the respondents were asked if they found it appropriate 
for parents to discuss sexual such sexual issues with their sons, 36 
percent (213 out of 600) said no.
The reasons given for their opinions are listed in Table 5.8. 
Among those 213 who said that it was inappropriate to talk about sex 
with children, 136 (66 percent) believed that it is a matter of shame, 
TABLE 5.7 Sexual education received from parents
Topics of information given by parents  Number
Frequent night emission 2
Masturbation 5
Family planning 9
Keeping family small 4
Problems of risk behavior (such as visiting CSW/having multiple sexual partners) 65
Changes in body and sexual urge during childhood to adolescence 6
Others 6
Total who received any education 75
Number exceeds 75 due to multiple response.
TABLE 5.8 Reasons why it is inappropriate for parents (father) to 
talk about sexual issues to children
Reason  Number
A matter of shame 136
Children would lose respect for their parents 34
Something confidential 9
Could be detrimental for the children 17
Others 17
Total 213
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while 34 (16 percent) felt that children would lose respect for their 
father/parents. About one third of these respondents felt that a man 
cannot afford to lose respect by talking about “shameful” issues with 
his son. Also, if he does so, his interaction with his son would be more 
on a friendly account rather than as the head of the family. He may 
then fear losing his ability to maintain strict discipline in the family 
and put his masculinity at risk.
Data also showed that respondents who strongly held that a mas-
culine man should maintain strict discipline in the family were less in 
favor of parents having such discussions with children. A greater pro-
portion (38 percent of 473) of those respondents who associated mas-
culinity with maintenance of strict discipline disapproved of parents’ 
(especially fathers’) communication with sons about sexual issues than 
those who did not hold such a strong view about masculinity (25 per-
cent of 127). Thus one might argue that although acquisition of better 
sexual information by young boys from their parents could reduce risk 
taking among them, ideas of masculinity related to maintenance of 
authority and discipline might pose a barrier to such a practice. 
Conclusions
The study showed that both men and women defined masculinity in a 
multidimensional form. The most common components of masculini-
ty, particularly from the male point of view, included strong physique, 
authority over wife and family, strong sexual urge and the capacity to 
satisfy one’s sexual partner. Certain differences, however, are evident 
between male and female responses about masculinity. Where men 
were more focused on power and sexual urge, women showed a great-
er concern for economic security and hard work. Sexual attributes and 
authority within the family were widely reported characteristics of 
masculinity by men and women alike. Such perceptions even showed 
association with their attitude towards gender roles. Those men who 
held stronger beliefs about masculine gender power and control over 
one’s wife also reported stronger acceptance of domestic violence in 
case a wife disobeys her husband. They reported slapping their wives 
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in larger percentages. Also those who identified masculinity with a 
strong sexual urge had greater reporting of sexual violence. 
It may in fact help to reduce risk behavior if fathers become the 
source of sexual information to their sons. This practice still does not 
find much justification among men in Bangladesh. While for about 
one quarter of men talking about sexual and reproductive matters 
with their adolescent sons is shameful, a small proportion have also 
apprehension that such “shameful talk” may make their children lose 
respect for parents.
The disapproval of father-child communication on sexual matters 
was greater among respondents who believed in maintaining strict dis-
cipline in family as a characteristic of the “real man.” Such an attitude 
could prevent men from discussing these matters with their children. 
It is therefore essential to understand how masculinity is understood 
and defined in a given cultural setting. Often, since masculinity is 
understood in opposition to femininity, it influences the gender role 
attitudes in that culture. An understanding of these is a must for stud-
ies based on “gender.” Moreover, when we talk about gender-based 
violence, since males are the perpetrators, it is essential to understand 
their belief systems. For programs that deal in gender relations, it is 
essential to develop greater understanding of how concepts of mascu-
linity affect the thinking as well as behaviors of both men and women.
Discussion
From an analysis of the perceptions of masculinity as stated in the 
case studies as well as the survey, masculinity was seen as almost 
synonymous with superiority. Any attribute that helps a man to 
acquire superiority, dominance, command and power, or victory was 
considered as essentially possessed by the true “man.” Victory could 
be achieved by those who have physical strength and mental courage. 
Victory over one’s wife could be achieved by controlling her. Even 
sexually, the real man was expected to command. Satisfying the sexual 
partner appears to be a sexual victory over wife, which would further 
help him “control” wife. Achieving one’s sexual desire by forcing wife 
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is another kind of victory, which establishes him as the superior sex. 
A man with more earning would again gain economic superiority and 
also dominance over others. In patriarchal societies, bearing sons is 
also respected. So a man who produces a son would be superior and 
therefore looked up to as “masculine.” Thus one can clearly see that 
the term “MAROD” or “the real man” was anybody who has power, 
prestige, dominance and victory within all facets of life, socially, eco-
nomically, and sexually.
The study demonstrated that the way masculinity is perceived in 
society affects the behavior of men in their households. The perceived 
need to control wife in this regard may lead to physical violence, 
especially when the husband finds his authority challenged. When a 
woman does not obey her husband, or does not take proper care of 
the house or children, the “real man” would be expected to control her 
behavior, and he may find it appropriate 
to use violence as the weapon for control. 
Maintenance of authority in family may 
also prevent the flow of sexual infor-
mation from fathers to sons. The study 
showed that such communication be-
tween parents and children could be use-
ful in reducing risk behavior, as parents’ 
discussion with young boys was mostly 
in the form of awareness regarding risky 
sexual behaviors. However, if fathers are 
more concerned about maintaining their 
identity as the authoritarian “real man,” 
they may ignore this responsibility.
The perceptions about masculinity also had certain characteristics 
that could have a positive influence on the lives of men. Association 
was found between views about the character of a masculine man 
and his risk behavior. A strong significant association was seen, where 
those respondents who held that a “real man” should be honest and 
have a strong character reported less risk behavior than those who did 
not support this contention.
“Men who held stronger beliefs about 
masculine gender 
power and control over 
one’s wife also reported 
stronger acceptance of 
domestic violence in 
case a wife disobeys her 
husband.”
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Although some association does exist between the behavior of 
men and their perceptions about masculinity, further research will be 
required to draw clear causal relationships. Currently masculinity is 
viewed in a very gender-unequal perspective with emphasis on control, 
authority and sexuality. A study on the risk behavior of men showed 
that men who had worries regarding their sexual power had higher 
probabilities of engaging in high-risk behavior. This could be a result of 
the fear of losing his identity as a male, since masculinity was identified 
by sexual power. In this sense, positive aspects of masculinity should be 
strengthened that foster gender equity and avoid risk behavior. From 
the present study it seems that being “honest and having a strong char-
acter” could be one of the characteristics of the positive masculinity that 
should be emphasized in media campaigns and other interventions. 
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The associations between male migration and risky sexual behav-
iors, plus the risk of HIV transmission, are well recognized (Gupta 
and Singh, 2003; Mishra, 2004b). For example, Mishra (2004a) re-
ported the following from his study in Delhi: “Findings from the sur-
vey of 500 married male migrants suggest that migrants staying away 
from their families are 3.6 times more likely to indulge in extramarital 
sex than migrants staying with their families.” These types of find-
ings have triggered further exploration of the factors affecting men’s 
behavioral patterns in relation to labor migration (Saggurti et al., 
2008; Subbiah et al., 2008). In analyzing the behavioral vulnerabilities 
of men along with various contextual factors, self-perceived gender 
identity—particularly concepts of masculinity—have proved to be 
CHAPTER6
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one of the important factors affecting risky sexual behaviors and vul-
nerability to HIV infection (Hugo, 1998; Verma et al., 2009). Social 
and behavioral researchers have been expanding their areas of interest 
regarding these features of men’s behaviors that not only increase the 
risk of infection but also affect the well-being of other persons (Heiz, 
2001). Understanding the effects of socio-cultural  attitudes on male 
identity and “masculinities” requires that we examine the different 
sub-domains and sub-types of masculinities, along with other social 
and economic factors, in different environmental contexts (Louies, 
2002).
Migration to find better employment opportunities leads to 
changes in economic and social conditions, and can result in devel-
oping new peer relationships, as well as possibilities for exposure to 
alcohol, sex workers, and other temptations. These situations arise 
in part because the sellers of alcohol and sellers of sex often gravitate 
to places where there are migrant workers (Gupta and Singh, 2003; 
Saggurti et al., 2008). At the same time, the experiences of labor mi-
gration can have an effect on men’s concepts of gender roles, through 
the influence of new peer relations, lack of contact with the home 
environment, and other factors.
These changes in the social and cultural environment of migrant 
workers also include a reduction in the influence of family and other 
traditional socializing agents, making it easier for young men to explore 
behaviors that are disapproved of or strictly prohibited in their home 
environment. Consequently, many studies, in India and elsewhere, 
have found that both alcohol use and risky sexual behaviors tend to 
be higher among migrant male sub-populations than among their 
non-migrating counterparts (Gupta et al., 2010; Verma et al., 2010).
While increased sexual risk-taking and other behavioral changes 
among migrants have been widely documented (Gupta and Singh, 
2003; Gupta et al., 2010; Mishra, 2004a), less attention has been 
paid to the ways in which concepts of masculinities may change 
in the migration situation, and how men’s varied attitudes to “real 
masculinities” may affect young men’s sexual risk-taking and other 
behaviors (Ramarao et al., 2004).
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The current study addresses the evidence concerning the patterns of 
male gender definitions among men exposed to the processes of migra-
tion. The study examines data from migrants and non-migrants in the 
same district, hence from the same socio-cultural and economic envi-
ronment. We particularly focus on: 1) how attitudes to masculinities 
vary with exposure to the processes of migration, 2) how the linkages 
between the components of masculinities and risk behaviors among mi-
grants differ from non-migrants; 3) how key background factors relate 
to concepts of masculinities and risky sexual behaviors, and 4) how both 
migrants and non-migrants may have significant variations, and situa-
tional flexibility, in relation to the different concepts of masculinities.
Study Population and Methods
Sample
Ganjam district in Odisha was selected because it has a relatively high 
prevalence of HIV infections, although Odisha is identified as a low 
HIV prevalence state. Also the district is historically known for its 
high rates of out-migration for wage labor to areas in western India. 
The most favored destinations among migrant workers from Ganjam 
district are Surat (Gujarat) and Mumbai. Though there are different 
habitation points for migrant workers in Mumbai city, the preferred 
locations are Sakinaka and Bail Bazar, both of which have large num-
bers of migrant workers from Ganjam district.
Utkaal Samiti, an NGO working on behalf of Oriya migrants,  
recorded a total of 3,068 migrants staying in these two above-stated 
locations of Mumbai in April 2005, of whom 1,633 migrants were 
from Ganjam district, Odisha. After reviewing the records of the NGO,  
the top three source villages were identified within the Kodola and 
Hinjlikaatu blocks of Ganjam district. The villages are Digapahandi, 
Bainshimara, and Krumabenta.
Men in the age group 21–39 years who had migrated at least three 
years before the survey from any of the selected source villages in Gan-
jam district were considered eligible for inclusion in the study. Out of 
378 eligible migrants from the three selected villages, a total of 194 
migrants were interviewed.
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For the sample of non-migrants, five 
villages in the vicinity of the three mi-
gration source villages were selected after 
matching for village size and proportion of 
scheduled caste and scheduled tribe (SC/
ST) households. Neighboring villages were 
selected to minimize the cultural diffu-
sion effect possible through the process 
of return migration to the same villages. 
Men in the same age groups as the migrant 
sample, who had never moved out of their 
village for work, were eligible for inclusion 
in the non-migrant comparison group. 
Identification of men in all five selected vil-
lages was done using a small sample frame 
containing adult men aged 21–39 years from each household, along 
with their migratory status. Once the frame of target respondents was 
developed, 70 respondents were selected from each of the five villages 
following a circular systematic sampling procedure. A total of 315 
respondents were interviewed.
In addition to the main survey, conducted by means of a struc-
tured questionnaire, qualitative in-depth interviews were carried out 
both before and after the survey. In the pre-survey qualitative phase, 
17 key informant interviews were conducted by recruiting knowl-
edgeable persons with an insider’s view on the issues of the study. In 
addition, 23 post-survey in-depth interviews were carried out among 
men who had participated in the survey who had exhibited varied 
responses concerning risky social and behavioral transactions. The 
qualitative interviews were useful in providing explanations for men’s 
responses to specific items on the masculinities scale. 
Measures
Demographics were assessed via single items regarding age, education, 
marital status, occupation, and the degree of mobility in the case of 
migrants. “Degree of mobility” is based on the number of times the 
“Many studies, in India and elsewhere, 
have found that both 
alcohol use and risky 
sexual behaviors tend 
to be higher among 
migrant male sub-
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respondent had moved during his migration history. For this study, 
one move indicates “low mobility” and two or more moves indicate 
“high mobility.” 
“Non-marital sex” is defined as penetrative sexual encounters with 
partners other than spouse in the 12 months preceding the survey. 
“Risky sexual behavior” during non-marital sex is based on reported 
non-use or inconsistent condom use.
“History of domestic violence” is measured on the basis of wheth-
er the respondent had ever witnessed his father beating and/or push-
ing his mother or any other female member in his family.
“History of gender-based sibling discrimination” is indicated if 
the respondent reported any kind of discrimination in terms of food, 
clothing, and education affecting a female sibling within his family. 
“Exposure to gender-based socialization” is based on reported experi-
ence of any kind of advice or teaching from family, peer, or communi-
ty persons regarding appropriate male behavior. 
“Nature of job” is considered to be “hard work” if it included fre-
quent manual tasks within the job, and “not so hard” if work did not 
involve much manual work. “Occupational stress” is indicated if the 
respondent perceives stress due to his current occupation.
Informants’ definitions (and scores) of “masculinities” are based 
on 27 items in the survey instrument. These items refer to percep-
tions of appropriate male behavior in three major sub-domains of life: 
familial, sexual, and lifestyle.
The familial sub-domain has a mixture of items referring to 
responsible behaviors toward the family, “earns and feeds the family,” 
and “protects his family, wife and sister,” and items reflecting male 
control including “should have control over his family” and “does not 
overtly show affection to his wife and children.”
The sexual sub-domain has items such as “a man needs sex with 
more than one woman,” “a woman should always be ready for sex” 
and “the man alone takes decisions about sexual life.” These items are 
intended to measure the degree to which men equate “masculinities” 
with aggressive, risky sexual behaviors with multiple partners.
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The lifestyle sub-domain includes items such as “a man should 
always be physically strong,” “it’s OK to take alcohol,” “a man 
should always be successful,” and “a man should not be afraid of 
anything.”  These items (statements) could pertain to occupational 
situations, but they apply equally well to other contexts, including 
maintaining one’s status in male peer groups and interactions.
For each item, respondents were asked for their degree of agree-
ment on a three-point scale. Based on their responses, a composite 
variable, a “masculinities index,” was constructed, which was then 
simplified into “high,” “medium,” and “low” categories. Higher scores 
on the composite masculinities index indicate greater adherence to 
traditional patterns of male decision-making and dominance, which 
are particularly evident in the sexuality sub-domain, and to a some-
what lesser extent in the familial category of items. In the multivariate 
analysis the composite variable has been dichotomized by grouping 
“high” and “medium” responses into one category, and “low” as 
another category representing a lower degree of male dominance and 
gender inequity. 
Data analysis
Differences in masculinities scores in relation to socio-demographic 
variables were assessed by χ² analyses, with significance for all analyses 
set at p<0.05. Logistic regression models were constructed from the 
total sample to estimate odds ratios (ORs) for the associations be-
tween masculinities scores and “any non-marital sex” and “any risky 
sexual behavior.”
The three sub-domains of the masculinities scale were examined, 
particularly with reference to the difference in responses between 
migrants and non-migrants. Differences between migrants and 
non-migrants were assessed by χ² analyses, with significance for all 
analyses set at p<0.05. A logistic regression, with adjusted odds ratios 
(AOR) at 95% confidence limits, was used to examine the effect of 
the migration variable on the sub-domains of the masculinities scale. 
All statistical analyses were done using STATA version 10.
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Results
Profile of migrants and non-migrants
A profile of the respondents is presented in Table 6.1. The non-mi-
grants, on average, are a year younger (26.7 years) than the migrants 
(27.8 years). The differences in the levels of education are somewhat 
more significant, as migrants have, on average, nearly a year and half 
more years of schooling than their non-migrant counterparts. Even 
greater differences are seen in the data on marital status, as two-
thirds of the migrants are married, compared to only one-third of the 
non-migrant men.
Table 6.1 also indicates considerable differences in the occupa-
tions of the two groups, with the proportion of migrants in construc-
TABLE 6.1 Profile of migrants and non-migrants (percent)
 Migrants  Non-migrants 
Categories (N = 194) (N = 315)
Age
 21–26 30.4 66.5
 27–30 39.7 11.0
 31+  29.9  22.5
Education
 Illiterate — 3.2
 Primary — 15.2
 Secondary 51.0 49.2
 High school+ 49.0 32.4
Religion
 Hindu 86.0 98.0
 Others  14.0  2.0
Social group
 SC/ST 29.9 26.7
 OBC 44.9 52.4
 Others 25.2 20.9
Marital status
 Currently married 67.6 35.2
 Never married 32.4 64.8
Mean age at first marriage (years) 26.0 24.0
Religiosity
 Highly religious 49.5 61.6
 Not very religious 15.5 36.2
 Not at all religious  35.0 2.2
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tion work being twice that of the non-migrants. Slightly less than half 
the migrant respondents (49.5 percent) consider themselves to be 
“highly religious” compared to 61.6 percent of non-migrants.
Variations in masculinities scores among migrants and  
non-migrants
Table 6.2 shows that migrants have somewhat lower overall masculini-
ties scores than non-migrants. The data show that the two populations 
are significantly different, with non-migrant respondents having a 
large number of individuals in the “medium” category, while the larg-
est clustering of migrants is in the “low” category. 
Background characteristics and masculinities scores among 
migrants and non-migrants
A bivariate analysis for the individual effects of background variables 
in relation to the masculinities scores was carried out. In both groups 
the association (measured by level of significance of chi square) with 
each of the background characteristics was significant, though some 
variation was observed. Among migrants in general (in bivariate 
terms), higher masculinities scores are found among older men, those 
with fewer years of education, those working in construction jobs, 
unmarried individuals, and men who have had fewer moves in their 
employment history as compared to others.
Among non-migrants, on the other hand, age is ambiguous, as 
the middle category (ages 27–30) shows higher scores; men with 
secondary education have higher masculinities scores, while both 
construction and agricultural workers are higher than salaried em-
ployees in their adherence to more traditional male-dominant atti-
TABLE 6.2 Migrants’ and non-migrants’ masculinities 
scores
  Migrants  Non-migrants 
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tudes. Non-migrant men do not show the sharp differences between 
married and unmarried groups evident among migrants, and unlike 
migrant men, among non-migrants there is a slight tendency for high-
er masculinities scores among married men. 
Variations in responses to the sub-domains of masculinities 
among migrants and non-migrants
Table 6.3 shows noteworthy differences in emphasis between migrants 
and non-migrants regarding the sub-domains of masculinity charac-
teristics. Non-migrants in general rate items in the familial sub-domain 
more favorably than do migrants. This could be partly related to the 
overall lower masculinities scores of migrants compared to non-migrants. 
On the other hand, migrants show higher proportions of agreement 
with the items in the lifestyle sub-domain, which may be related to 
perceptions that they have taken more risks, and endured more hard 
work, than non-migrating counterparts back in the villages.
Migrants and non-migrants are relatively similar in their rating 
of items in the sexual sub-domain. Both groups tend to have high 
agreement with items concerning the importance of sexual perfor-
mance, having multiple sex partners, and male dominance in sexual 
decision-making.
TABLE 6.3 Sub-domains of masculinities among migrants and non-
migrants (percent)
  Migrants  Non-migrants 
  High/medium  High/medium 
  masculinities masculinities 
Sub-domains of masculinities index value  index value
High scores in the familial sub-domain
 Yes 42.1** 76.3**
 No 57.9 23.4
High scores in the sexual sub-domain
 Yes 80.8** 79.3**
 No 19.2 20.7
High scores in the life-style sub-domain
 Yes 73.3** 47.0*
 No 26.7 53.0
** Chi square  p< 0.01;  * Chi square p< 0.05.          
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Predicting masculinities scores among migrants and  
non-migrants
Table 6.4 shows results of the logistic regression analysis for  
predictors of high masculinities scores among migrants and non- 
migrants. The logistic regression models are carried out separately for 
the two groups, as their economic and social environments differ, and 
the contextual factors have different meanings and patterns for the 
two groups.
The data show that for migrants, the variables of age, education, 
and marital status, which were important in the bivariate analysis, are 
overshadowed by currently operative contextual variables. The variable 
“living with friends and co-workers” is slightly more powerful than 
other factors, and would appear to reflect the importance of current 
peer group influences. A second important contextual predictor is the 
reported level of “hard work” in current employment.
The third major predictor is “exposure to gender-based social-
ization,” which may have some element of recent effect, but refers 
mainly to socialization in the home village and family. This variable is 
the only clear predictor for masculinities scores among non-migrants. 
Education appears to have an association with masculinities scores, as 
higher education among migrants seems to be clearly related to lower 
expression of traditional male dominance. However, in the logistic 
regression, education did not have a significant impact.
Masculinities scores and risky sexual behaviors
As noted earlier, migrants and non-migrants show similar levels of 
responses in the sexuality sub-domain. However, as seen in Table 6.5, 
migrants have a slightly higher percentage of individuals who report 
engaging in non-marital sex and also higher percentages reporting 
non-use or irregular use of condoms. Table 6.5 seeks to examine the 
hypothesis that higher masculinities scores are predictive of higher 
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The results of this analysis show that higher masculinities scores 
are indeed predictive of a greater tendency to engage in risky sexual 
practices. The relationship between risky practices and higher mascu-
linities scores is more evident among the migrant sample than among 
the non-migrant group.
Thus, there is evidence that men’s definitions of their gender roles, 
in terms of ideas of masculinities, contribute to risky sexual behaviors, 
and therefore add to their vulnerability to HIV infection and other 
sexually transmitted diseases.
Variations in attitudes to masculinities among migrants and 
non-migrants: Qualitative and quantitative evidence
In this section we examine the qualitative data and review patterns of 
responses to items in the quantitative masculinities scale, to gain a fur-
ther understanding of the variations in attitudes among migrants and 
non-migrants. The in-depth qualitative interviews were particularly 
helpful in identifying variations in men’s attitudes toward different 
aspects of masculinities.
In our primary (quantitative) data, we found that migrants have 
lower overall masculinities scores than non-migrants. There are also 
differences between migrants and non-migrants in their responses 
regarding the familial and lifestyle sub-domains of the masculinities 
index. These differences provide important clues for programmatic 
TABLE 6.5 Masculinities scores and risky sexual 
behaviors
 Reporting any  Reporting any 
 non-marital  risky sexual 
Masculinities scores sex (%) behavior (%)
Migrants
 Low 8.1 1.2
 High/medium 23.3**  53.4**
Non-migrants
 Low 6.3 3.2
 High/medium 19.4**  11.4**
**Chi sq. p < 0.01.
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interventions regarding men’s attitudes to male dominance and the 
promotion of gender equity.
A number of studies, in India and elsewhere, have shown that 
men with “hyper-masculinity” attitudes tend to be more involved in 
extramarital sexual behaviors and risky sexual behaviors. The following 
statement by a migrant worker is typical of such responses:
… if you are a real man … you should not be afraid of things 
… nothing will happen to a daring man … I have been vis-
iting to the brothel for last two and half years … rarely I used 
a condom if I don’t find my regular partner … I am alive and 
enjoying myself … 
—25-YEAR-OLD MIGRANT EMPLOYED IN A SPINNING MILL, MUMBAI
Although around 14 percent of migrant and non-migrant men 
agreed that a “real man” has sex with many women, a large majority 
(86 percent) disagreed, as in the following statement:
… there is no mardapania [manliness] in keeping [having sex-
ual] relationships with several women … the real marda [man] 
is the one who remains faithful to his wife … is that not what 
you expect from a woman?
—27-YEAR-OLD NON-MIGRANT CONSTRUCTION WORKER, GANJAM
Some men particularly objected to the idea that a “real man”  
does not engage in child care and other domestic tasks. In our  
sample only 14 percent of men agreed that doing domestic work, 
such as cooking and taking care of the children, is “unmanly.”  
The dominant attitude was strongly expressed by a migrant worker, 
presented below:
… God has given you family, children … they are your future 
… you should guide them, but staying away from the nurturing 
and providing them domestic care is not the right way to be a 
good father … a good father is nothing less than doing what a 
good mother does … 
—31-YEAR-OLD MIGRANT ENGAGED IN PETTY BUSINESS
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Many respondents agreed with the idea that a manly male  
should not cry or show other emotional weakness, especially in the 
presence of his wife and children. In our total sample slightly more 
than 90 percent of men agreed at least partially with this attitude. 
However, a small minority, both migrants and non-migrants, ad-
mitted that there are times when a man cries. An example of such a 
response follows:
… sharing your feelings with your wife is a normal thing … 
we all do … though people say they don’t cry, but we all do … 
I did … many times … whenever I feel helpless I cry … I don’t 
understand how hiding one’s feelings is going to prove a person 
to be a real man … 
—26-YEAR-OLD MIGRANT WORKING IN A MOTOR  
REPAIR SHOP, SOUTH MUMBAI
The “strong masculinities” viewpoint that a man should not show 
affection overtly to his wife and children is presented below:
… If you show your affection overtly … you lose the power … 
women within the family have to be controlled strongly … you 
can love them but a man has to keep it within … if you show 
it then the children and wife take it as your weakness and defy 
you … once your family starts defying you, do you think people 
outside are going to respect you? ... Never! 
—33-YEAR-OLD NON-MIGRANT WORKING IN A  
BRICK-LAYING FACTORY, GANJAM
Forty-five percent of non-migrant men “strongly agreed” with the 
statement that “a real man does not show affection overtly to his wife 
and children.” In contrast, only 17 percent of the Odisha migrant 
sample in Mumbai strongly agreed with this statement, while 35 
percent of non-migrant men and about one-quarter of migrant men 
disagreed with this statement. Accordingly, one can say that norms of 
masculinity in rural Odisha do not include the expectation that a man 
should avoid showing affection to his wife and children, as there are 
clear differences among men and between migrants and non-migrants 
on this issue.
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The fact that being away from the home and family can have a 
strong effect on the attitude of migrants towards their wife and family 
is further illustrated in the following quote:
… I have not seen my newborn boy … it was my wife who took 
all the pain and is rearing him alone … I am not able to give 
my affection to them as I am away … I always try to comfort 
her as much as I can from a distance … 
—29-YEAR-OLD MIGRANT WORKING IN A POWER LOOM FACTORY
There appears to be a major difference in magnitude between 
migrants’ and non-migrants’ responses with regard to the issue of 
“control over wife and family.” The vast majority (95 percent) of the 
non-migrant sample in Ganjam district “strongly agreed” with that 
idea of male control. Among migrants, in contrast, only 16 percent 
“strongly agreed,” while 80 percent “partially agreed,” and 5 percent 
disagreed with the statement. A non-migrant in Ganjam district ex-
pressed this view as follows:
… I don’t deny women’s importance in family and samja [soci-
ety] … but they have a specific role … they can’t be men’s equal 
… Men should tell women what should be done and what 
should not … You can’t ask a woman to lead your household … 
This is not [the way in] our society …
—28-YEAR-OLD NON-MIGRANT ENGAGED IN A  
SMALL FAMILY BUSINESS
Another non-migrant articulated this attitude of male dominance 
even more strongly:
… once you let your wife do her mind [what she wants to]… 
your authority is gone … you can’t harness her anymore … in 
a village if people know your wife and children are not taking 
your orders, you will not be valued any more … in many cases 
you have to show toughness … 
—29-YEAR-OLD NON-MIGRANT ENGAGED IN HIRED  
AGRICULTURAL WORK
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It can be concluded that migrants have some doubts about 
“control over wife and family,” given that most of them are living at a 
distance of about 1,000 km from their family. Certainly the concept 
of “control” must take on quite a different meaning when men are 
living and working far away from their wife and children.
Another item in the masculinities scale, “a man’s decision should 
not be influenced by a woman,” addresses the same sub-domain 
of male control. Here again there are large differences between mi-
grant and non-migrant responses. Only 20 percent of migrants, as 
compared to almost four times more non-migrants (76.5 percent), 
“strongly agreed” with the statement. Most migrants (70.0 percent) 
partially agreed while 10 percent disagreed with the statement. It 
should be noted that migrants are exposed to an urban working 
environment in which there are many women in the workplace. Expo-
sure to women in the workforce, plus the increased opportunities for 
direct communication between men and women in the workplace, 
may in part account for the tempering of migrants’ attitudes regarding 
women, which has affected their responses regarding decision-making. 
In addition, married migrant men depend on their wife and family 
members to take many household decisions in the home setting while 
they are away. This is evident from the following quote from a mi-
grant in Mumbai:
… if you are not with your family … you feel so weak [helpless] 
… you can understand how difficult it is for a woman to run 
the house when the man is away … you have to accept it and 
give freedom [to the woman] to manage the household … 
—31-YEAR-OLD MIGRANT WORKING IN A TEXTILE COLORING FACTORY
One item in the familial sub-domain that gets the highest  
score from both migrants and non-migrants is the statement that “a 
man should be able to earn and feed his family.” Among migrants, 
86.2 percent strongly agreed and the rest (13.8 percent) partially 
agreed with the statement. Most non-migrants (98.1 percent) strongly 
agreed and the rest (1.9 percent) partially agreed with the statement.
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As seen in the quantitative data, migrant men have higher scores 
than non-migrants in the lifestyle sub-domain. The association  
between the experiences of migrant workers and the lifestyle sub- 
domain is particularly evident in the following statement of a Mum-
bai worker:
 If you think you can’t do it, you are gone … I don’t deny there 
is risk … but you have to dare [take on] the risk if you are a 
marda [real man] … many times we have to do patching on 
the 11th floor without even a safety belt … you can’t say I am 
afraid to do this. 
—27-YEAR-OLD MIGRANT ENGAGED IN CONSTRUCTION WORK
The variations in responses among respondents on a number of 
items, and the patterns of differences in responses between migrants 
and non-migrants, demonstrate that many aspects of gender expecta-
tions concerning “masculinities” and “manliness” are fluid and chang-
ing, as influenced by environmental factors. These include the vast 
differences between being in the home environment with one’s wife 
and family and living with fellow migrants and co-workers in a work 
environment far from home. 
Discussion
Our comparison of migrants’ and non-migrants’ “masculinity” 
scores, and examination of responses to individual items and sub- 
domain scores, show considerable variations. This finding leads 
us to suggest the concept of “fluid masculinities,” rather than a 
monolithic system of norms that all men in a particular social and 
cultural environment adhere to. In this chapter we have used both 
forms—“masculinity” and “masculinities”—to emphasize the fluidity 
in that conceptual domain.
We found in the statistical analysis that migrants on the whole 
have lower average scores on our masculinities scale compared to 
non-migrants. This higher overall expression of masculinities among 
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non-migrants reflects adherence to 
traditional male-dominant gender 
attitudes, which have been widely 
discussed in relation to domestic 
violence and large gender inequities 
in education, health care, and other 
domains. A number of studies have 
also suggested that men’s adherence 
to the more traditional attitudes of 
masculinities contributes to risky 
sexual behaviors and greater vul-
nerability to HIV/AIDS and other 
sexually transmitted infections 
(Swain et al., 2004).
To focus our study of masculinities more sharply, we partitioned 
the concept into three sub-domains—the familial realm, sexual 
expression, and general lifestyle. This last category includes strength, 
fearlessness, decision-making, protection of one’s honor, and other 
characteristics that come into play in the workplace and in relation-
ships within male groups. Most of the items in the lifestyle sub- 
domain do not refer directly to male–female relationships. Our mi-
grant and non-migrant respondents did not differ significantly on the 
sexual sub-domain, but there were notable differences in the familial 
sub-domain, in which non-migrants exhibited higher male dominance 
scores than migrants. In the opposite direction, migrants expressed 
higher masculinities in the general lifestyle sub-domain. We suggest 
that migration to distant communities to find employment among 
strangers, in work that often requires learning new skills and enduring 
hardships, leads to a selection of men who define themselves particu-
larly in terms of those special “lifestyle attributes.” These qualities are 
especially relevant in male-to-male power relations.
Although similar proportions of migrants and non-migrants  
have high masculinities scores (adherence to traditional male dom-
inance attitudes) regarding sexual behaviors, there are clear dif-
“Our analysis of the fluid, multi-faceted 
nature of masculinity 
in migrant and non-
migrant groups showed 
that non-migrants have 
a greater adherence to 
traditional concepts of 
male dominance in the 
familial sub-domain.”
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ferences in actual behavioral patterns. Migrants with higher mascu-
linities scores have higher rates of risky sexual behaviors (irregular 
condom use) than do non-migrants. However, migrants and non- 
migrants have approximately the same frequencies of non-marital 
sexual encounters. 
Our analysis of the fluid, multi-faceted nature of masculinity in 
migrant and non-migrant groups showed that non-migrants have a 
greater adherence to traditional concepts of male dominance in the 
familial sub-domain. In contrast, labor migration to distant places 
leads to significant shifts in perspective about relationships with wives 
(back in the village) and other family members. Some of the modifi-
cations of attitudes, we suggest, arise from the new kinds of contacts, 
including in some cases exposure to workplaces with large numbers of 
working women.
Similarly, we suggest that the higher scores in the lifestyle sub-do-
main among migrants are in part due to selection factors in the origi-
nal choices to embark on labor migration, but the patterns regarding 
lifestyle items have also been influenced by factors in the migratory 
work environments, including peer group influences.
These findings from one district in Odisha are, of course, very 
limited in their generalizability to other groups in other areas. The re-
sults give rise to hypotheses and frameworks for further research, and 
need to be broadened in other contexts and populations.
Many other factors are likely to be intermingled with the different 
strands of masculinity in relation to risky sexual behaviors and vulner-
ability to HIV/AIDS. For example, Verma et al. (2010) have suggest-
ed that men “… may use alcohol to demonstrate masculinity norms 
and expectations, and to promote a variety of sexual practices with 
their paid sex partners.”
Haque and Kusakabe (2005), in a study of Bangladeshi men who 
had lost their jobs at a state-owned paper mill, have described changes 
in masculinity under conditions of economic and social stress. The 
researchers defined two aspects of masculinity: 1) public masculini-
152 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
ty—socializing with other men and acting smart in public places; and 
2) household masculinity, which resembles our familial sub-domain 
of masculinity. In a situation of limited resources, men give up many 
aspects of their public masculinity and put more emphasis on their 
household masculinity (Haque and Kusakabe, 2005). The researchers 
noted that the men’s modifications of their masculinity in stressful 
economic circumstances do not generally lead to empowerment of 
women, as the men often fall back on their role of dominance in the 
household, to compensate for their diminished public masculinity. 
Their study suggests that there are many different ways to partition 
men’s masculinities, depending on situational factors and the particu-
lar focus of individual studies.
The writing by the Chinese scholar Louies (2002) concerning 
“theorizing Chinese masculinity” presents a very different dichoto-
mizing of masculinities. Louies argues that understanding the 
complexities of Chinese masculinities requires clear delineation 
of wen, “… generally understood to refer to those genteel, refined 
qualities that were associated with literary and artistic pursuits of  
the classical scholars,” and wu, “attributes of physical strength and 
military prowess … but also the wisdom to know … when not to 
deploy it.” This example from China is a further demonstration of  
the complexities yet to be fully explored in our understanding of 
masculinities.
Our data about the fluidity and mutability of men’s attitudes 
to masculinities are supported by a few interventions that have 
attempted to change male attitudes about “ideal masculinity” and 
male–female relationships. A team composed of CORO (an NGO) 
and Population Council workers in Mumbai has carried out interven-
tions among groups of low-income males, designed to modify men’s 
attitudes to masculinity and promote attitudes of gender equity. These 
interventions suggest encouraging news of possibilities for changes in 
men’s attitudes to male dominance and related aspects of masculinity. 
The researchers report that, “Qualitative and quantitative findings  
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indicate that positive changes in attitudes towards gender, sexuality 
and intimate relationships are possible via participation in a gender- 
focused intervention …” (Verma et al., 2006).
The data from our study, concerning variations and modifications 
in components of masculinities among migrants, suggest that clusters 
of migrant workers can be fertile ground for interventions designed to 
change attitudes and behaviors regarding their varying masculinities. 
At the same time, it is important to note the apparent conservatism of 
non-migrant men, for whom intervention strategies would need to be 
designed differently from the approaches that are likely to be effective 
with migrant male populations.
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CHAPTER7
Sexual Worries and  
Risk-Taking Behaviors  
of Men in the Urban Slums 
of Bangladesh
M.E. Khan  
Aditi Aeron
Worldwide, the rapid spread of HIV/AIDS has become a major 
cause of concern. In 20 years, the disease has killed 30 million people 
(Bulon, 2006). High-prevalence countries and many international 
groups are embarking upon aggressive strategies to deal with its preva-
lence and spread. 
Bangladesh reported an overall HIV infection prevalence of 0.6 
percent for 2004–2005 (World Bank, 2006; UNICEF, 2006). Despite 
the low prevalence, the country is vulnerable to an HIV pandemic 
due to the presence of high-risk factors such as injecting drug users, 
men having sex with men, and commercial sex, driven by poverty 
and norms that foster gender inequality (Bulon, 2006; Khan et al., 
2006; World Bank, 2006; UNICEF, 2006). The largest contribution 
to the spread of HIV is that of heterosexual activities before and 
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outside marriage, including contacts with commercial sex workers. 
Bangladesh has a large commercial sex industry, where many FSWs 
see about 18 clients per week (World Bank, 2006). Premarital and 
extramarital sex is common and is on the rise among both men and 
women (Bulon, 2006). What makes all these sexual behaviors more 
risky is the very low consistency in the use of condoms (World Bank, 
2006; UNICEF, 2006). With the inability of wives and sex workers to 
negotiate condom use, the spread of HIV virus is increased (UNICEF, 
2006). Increased levels of sexually transmitted infections (STIs) have 
also increased vulnerability to the spread of HIV/AIDS in Bangladesh.
Considering the important role played by heterosexual activities 
and the commercial sex industry in the spread of HIV/AIDS, it is 
essential to understand what promotes these behaviors, particularly in 
the male population. Programs which target men for controlling the 
spread of HIV are now emphasizing the need to explain their sexual 
risk behaviors within a broad social framework that includes con-
structs of masculinity and male sexuality. Programs of prevention are 
also increasingly concerned with men’s sexual and reproductive health 
(Hawkes and Hart, 2000; Khan et al., 2005)
 Men’s decisions regarding sexual behaviors are strongly affected 
by their perceptions of sexuality within the framework of societal and 
normative values. In trying to understand the sexual behaviors of men 
from the perspective of their sexual be-
liefs, studies have pointed out that in 
societies where semen holds religious 
importance, losing it through mas-
turbation is considered a sin as well 
as detrimental to health (Maloney, et 
al., 1981). Hence sexual intercourse 
is seen as a better alternative, even 
in the absence of a regular partner. 
Studies have also shown that men are 
under strong peer pressure to prove 
themselves as “mard” or “real men” by 
having many sexual partners and great 
“ Considering the important role played by 
heterosexual activities 
and the commercial sex 
industry in the spread of 
HIV/AIDS, it is essential 
to understand what 
promotes these behaviors, 
particularly in the male 
population.”
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performance abilities. On the other hand, their lack of knowledge of 
reproductive and sexual health produces and reinforces misconcep-
tions about the relationships between sexuality and health (Khan et 
al., 2005). This leads to sexual anxieties and experimentation with 
casual partners and sex workers. Urbanization and easy access to “blue 
films” or pornography expose young men to various techniques of sex-
ual intercourse, which can motivate them to experiment with unsafe 
sex. With the low-cost availability of sex workers, such activities are 
becoming more prevalent, particularly among young unmarried men 
(Bulon, 2006). Ideas about masculinity also reduce men’s willingness 
to use condoms. Studies (Khan et al., 2004) have shown that young 
men believe that having sex for a long time without using a condom is 
an indication of masculine sexual prowess (Khan et al., 2004). Bangla-
deshi men also report that there is less sensory pleasure with condoms. 
There is also a widespread belief that men are biologically de-
signed to need pleasurable sex whenever they desire, which adds 
additional motivation for visiting CSWs, as well avoiding condom 
use, and forcing their wives to have sex whenever the man wishes. 
Such concerns are shown mostly by youths, who are often keen for 
sexual experimentation and demonstrate their masculinity (Khan et 
al., 2005, 2002; Khan and Aeron, 2006).
Objectives of the study
The current study is designed to investigate the beliefs, norms and 
worries of men in urban Bangladesh regarding their sexuality, and the 
processes and factors that contribute to sexual risk-taking behaviors. 
Methodology
The data for the study were collected in slums and poor localities of 
Dhaka city, Bangladesh. Both quantitative and qualitative methods 
were used to generate complementary data. For the quantitative 
survey a multi stage sampling procedure was followed. Out of the 9 
wards in Bangladesh, 3 were selected randomly. Within each ward, 
all slums and poor localities were identified. The list thus prepared 
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constituted the sampling frame for selecting the slum localities. From 
each ward, 15 localities were selected at random. All households in the 
selected slum/locality were listed. In case of large localities, with 500 
and more households, the localities were first divided into 2–3 sub 
localities, one sub-locality was selected at random, and then house-
hold listing was done. From each selected locality, 25 households were 
selected at random. From each selected household, one adult man 
aged 15 to 55 was selected randomly. Finally, 1004 interviews of men 
were completed. Alongside the sample survey, 72 in-depth interviews 
of men from urban locality were conducted. The informants were 
selected purposively depending on their willingness to participate in 
the study and were in the range of 20–45 years.
Findings
Background Characteristics
Most of the men were ever married (86 percent) and were living with 
their wives (75 percent). Most had migrated from rural areas (87  
percent), while the rest were from other urban areas. The mean age 
was 33 years. Most of the men were poorly educated, as nearly half 
were illiterate; while 31 percent had completed up to 5 years of 
schooling and a fifth (24 percent) had completed more than 6 years  
of schooling. The mean monthly income was 3043 taka (US$38). 
Sexual Behavior
Premarital Sex: The study revealed high prevalence (61 percent) of 
premarital sexual experience, beginning usually around 16 years of 
age. The women with whom they had first intercourse included village 
girls or neighbors (37 percent), cousins (29 percent), commercial sex 
workers (15 percent), friends, classmates or co-workers or lovers (10 
percent), sisters in law (2 percent) and other relatives in the family (4 
percent). 
First intercourse occurred mostly (83 percent) with women of the 
same age (240 out of 607, 40 percent) or younger (264 out of 607, 
43 percent). This showed that women too became sexually active at 
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a young age. In about 16 percent (99 of 607) of the cases, first inter-
course occurred with “older” women. More than half (55 out of 99) 
of these “older women” were family members such as elder cousins 
(38 percent), sisters in law (16 percent) or some other relative (46 
percent). Those older sexual partners were generally married (41 out 
of 55). In many cases (19 out of 55), their husbands were away for 
work in another country, or the women were widows or separated (7 
out of 55). 
In about half of the cases of first premarital sex (309 out of 607), 
the men reported that the intercourse was by mutual consent, but 
some non-consensual sex was also reported. Twelve respondents 
reported that they were forced, while 74 reported that they were 
persuaded into their first intercourse, mostly by older women (49 out 
of 86). In most cases (64 percent, 388 out of 607), first premarital sex 
was not a one-time affair but was repeated. 
Of the 607 respondents who reported pre-marital sex, only 10 
percent used some form of contraception, mainly condoms, during 
their first intercourse. Condom use was mainly with sex workers (23 
out of 50) and with “village girls” (10 out of 50).
Multiple Sexual Partners: The respondents were asked the number of 
women they’ve had sex with during 12 months prior to the interview. 
They were asked to include both their regular and casual partners. 
Women with whom they shared a regular sexual relationship, such 
as wife, or another woman living with them, were counted as regular 
partners. Table 7.1 shows that in 12 months prior to the survey, out 
TABLE 7.1 Number of sexual partners in the past 12 
months by marital status of the respondents
Sexual partner Married Unmarried Total
No partner  2 59 61
One partner 749* 32 781
Multiple partners  112 50 162
Total 863 141 1004
*In 747 cases, the partner was the respondent’s wife.
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of 1004 respondents, 781 (78 percent) had only one partner (747 of 
which were wives). Out of these, 32 of the respondents were unmar-
ried. A total of 162 men (16 percent) reported multiple partners with 
whom they were sexually involved in the past year. Five percent (49 
men) reported more than 4 partners. 
These data show that premarital sexual experience is common, as 
more than half of the men reported having sexual experience before 
marriage. On the other hand, it is noteworthy that a large majority 
(78 percent) of the men reported having only one sexual partner in 
the past 12 months; while 7 percent reported two sexual partners 
and 9 percent reported three or more sexual partners. This find-
ing corresponds with other data in South Asia, which suggest that 
premarital and extra-marital sexual activities are common, but the 
actual frequencies of those events are not nearly as high as in some 
other populations. 
Visit to CSW: The analysis further showed that 22 percent of the 
respondents (228 out of 1004) had ever visited a sex worker, while 
14 percent (143 out of 1004)had visited in the last 12 months. The 
proportion of unmarried men visiting female sex workers during the 
past 12 months was significantly higher (56 out of 108) than for the 
married men (87 out of 863). Of the 143 respondents who reported 
visiting sex workers during the last 12 months, only 44 percent used 
condoms. On the other hand, this percentage is significantly higher 
than the numbers reported in surveillance surveys in Bangladesh. 
Further the data revealed that more unmarried men (54 percent) than 
married men (38 percent) used condoms with female sex workers. 
Condom use with wives ranged between 9 percent and 12 percent 
depending on whether the respondent had only one partner (wife) or 
multiple partners.
Sexual Beliefs
Beliefs about semen: Research on beliefs about sexuality, especially 
from Bangladesh and India, shows that men in these countries attach 
significant value to loss of semen based on religious principles as well 
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as perceived health consequences. Studies in Bangladesh and India 
have shown that semen is considered a gift from God for procreation 
and demonstration of sexual power. Wastage of semen is considered a 
sin (Gupta, 2001; Maloney et al., 1981; Verma and Schensul 2004). 
Further, they also believed that wastage or loss of semen causes deteri-
oration in health, particularly sexual power. One reason for this could 
be their belief about the composition of semen. Blood is considered 
an important component of semen, and loss of blood is feared (Khan 
et al., 2005). An informant in the present study reported: 
Semen is released from brain through blood. So after its emis-
sion, man becomes weak.
According to the present study, 68 percent of the respondents 
believed that semen is made from blood. A majority of them believed 
that each drop of semen is made from 70 or more drops of blood. 
Thus loss of one drop of semen would mean the loss of 70 drops of 
blood, which can have adverse health effects such as “kamjori” (weak-
ness), poor eyesight and weight loss. Almost all (98 percent) respon-
dents felt that frequent loss of semen could make a person physically 
and sexually weak. The importance of semen in male sexuality is 
reflected in the perceptions and beliefs of the respondents presented 
in Table 7.2. As the table shows, thin semen was considered as an in-
dicator of poor physical health and lack of sexual power. Most of the 
men associated a large amount of ejaculation with more sexual power. 
Dropping or ejaculating semen out of the vagina without permission 
of wife was considered a sin by more than two thirds of the respon-
TABLE 7.2 Beliefs about semen
Belief Percentage
Semen is made from blood 68
Frequent loss of semen could make a person weak 98
Thin semen indicates loss of sex and physical power 92 
Large amount of ejaculation is an indication of more sexual power 83
Dropping semen on soil or out of vagina is a sin 75–81
Total (1004)
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dents. Informants in the case studies expressed such concerns in the 
following words:
80 drops of milk and other nutritious food create one drop of 
blood. And one drop of semen is made of 80 drops of blood.
Semen exists in bone. During sexual intercourse, it comes out 
from the bone and then man becomes weak.
Informants also stated various religious concerns about semen 
wastage during the in-depth interviews. 
Our Prophets wouldn’t waste a single drop of semen. If someone 
does masturbation and wastes semen, then he will be punished 
in Kiamat (i.e. “Day of Judgement”).
To do masturbation is a great sin. Allah curses those who do it. 
When I had night emission for the first time, I felt so bad. I also 
felt that some valuable thing has been lost from my body.
Our great Prophet wouldn’t favor him after his death if he does 
masturbation. Otherwise if semen falls on earth, he will be 
cursed by the earth.
Beliefs about masturbation and frequent sex: Many studies (Hawkes 
and Hart, 2000; Khan et al., 2005; Maloney et al., 1981) have found 
that concerns about semen loss due to masturbation can precipitate 
risky sexual behavior. It is commonly held that as semen is import-
ant for physical and sexual health, its loss and wastage in the form of 
masturbation should be avoided. In the present study, 30 percent of 
the respondents believed that loss of semen in case of masturbation is 
greater than during intercourse. Thus, if sexual desire is to be satisfied, 
men would prefer engaging in some heterosexual activity rather than 
to masturbate. About 67 percent of the respondents believed that it is 
better to satisfy sexual urge by visiting CSW than by masturbation. 
Most men thought that masturbation and frequent intercourse 
are detrimental to physical and sexual health. Less than 10 percent felt 
that there are no harmful effects of masturbation and frequent inter-
163SEXUAL WORRIES AND RISK-TAKING BEHAVIORS OF MEN IN THE 
URBAN SLUMS OF BANGLADESH
course; while the rest reported multiple beliefs regarding the harmful 
effects. Sixty-five percent felt that masturbation harms physical health, 
52 percent felt it harms sexual health and leads to loss or thinning of 
semen and 68 percent felt it affects the shape and size of the penis. 
Similarly, a large majority (85 percent) felt frequent sex damages phys-
ical health, 61 percent felt it damages sexual health, while 9 percent 
thought it damages the penis. It is interesting that more of the men 
considered frequent intercourse to be damaging to health. Both mas-
turbation and intercourse release semen. Considering the perceived 
importance of semen for health, it is natural for them to fear that in 
both cases a person may become physically and sexually weak.
It appears that semen loss and the perceived resulting deteriora-
tion in health are considered to be likely outcomes for both mastur-
bation and frequent intercourse. Nonetheless, a number of men told 
interviewers that intercourse with a sex worker is preferable to mastur-
bation. Three possible explanations came out in the interviews: 
Greater sexual satisfaction from intercourse as compared to masturba-
tion: Justification for going to a sex worker rather than masturbation 
was reflected in the answers of many informants:
This is the proper use of the penis. If masturbation could satisfy, 
then no one would visit CSW.
Masturbation does not give the real taste of sex.
The enjoyment of sex with CSW is real, but in masturbation it 
is artificial.
Religious beliefs associated with loss of semen: More than two thirds 
of the respondents believed that it is a sin to drop semen on soil, or 
out of vagina. In that case one could consider intercourse, even if it is 
with CSW, as a better option than masturbation. Following are some 
typical quotes from the informants expressing such concerns:
Visiting CSW is less sin than doing masturbation. Semen is not 
dropped on the soil.
164 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
Visiting CSW stops misuse of semen, by transferring it from one 
body to another.
Semen should only go to the vagina as it has been created to be 
dispatched there only.
The data also revealed that people with strong religious values lim-
it themselves to monogamous relationships. It appears that for those 
who are prone to risky sexual behaviors, religious beliefs about semen 
loss are an additional support to justify visiting sex workers rather 
than satisfying their sexual urge by masturbating.
Dangers to the shape and size of penis due to masturbation: 
About 73 percent of the respondents who thought of masturbation  
as harmful believed that it makes penis thin, loose, weak, or de-
formed in shape. In case of frequent intercourse, such concerns were 
expressed by only 9 percent of the respondents. Deforming of the 
penis could be a major threat to their masculinity. This is perhaps 
a much more serious concern than loss of semen. This concern also 
contributes to making masturbation more harmful than visiting sex 
workers. The informants in the case studies also supported these 
observations: 
I know it is illegal and sin to do sex with CSW but the skin of 
hand is hard and the skin of penis is soft, so when the penis is 
rubbed with hands, penis becomes thin.
The vagina is very soft so intercourse is not harmful for the penis. 
Those who do masturbation, their penis become thick at the end 
portion and thin at the upper portion.
In the concept of male sexuality, the penis (its size and thickness) 
is thought to play a crucial role in satisfying the sexual partner. Thus, 
any perceived harm to the penis could be a serious sexual health 
concern. Data in Table 7.3 show that a significantly larger proportion 
of those who reported concerns about deforming of the penis through 
masturbation preferred to visit sex workers, as compared with those 
who did not mention that problem in relation to masturbation. 
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Around half the men reported sexual worries. Their worries were 
classified into two categories: performance and sexual health-related 
worries and worries related to their sexual physiology (see Table 7.4). 
Given this, poor sexual performance could become a serious concern 
for men as it threatens their masculinity and the ability to satisfy 
their partner. In the present study, the respondents reported suffering 
from three kinds of performance-related worries. It included, “how to 
satisfy sexual partner,” “premature ejaculation,” and “staying power.” 
The sexual worries reported by the respondents also included “difficult 
to sustain erection” and “lack of sexual desire.” About 24 percent of 
the informants reported suffering from at least one of these perfor-
mance-related worries. 
Worries about sexual physiology: The three kinds of physiology-relat-
ed worries reported in the survey were: “thin semen,” “frequent night 
TABLE 7.4 Sexual worries of men  
 Current  Last three years 
Sexual worries (N=1004) (n=242)  (n=287)
Performance and sexual health-related worries 24.0 28.5
How to satisfy sexual partner 17.5 20.6
Premature ejaculation 8.5 10.9
Staying powerful/Want to last longer 19.8 22.3
Unable to perform sex fully since loose erection/less erection  10.9 13.6
Difficult to sustain erection for long 15.2 15.8
Lack of sexual desire 5.0 5.6
Sexual physiology 24.1 28.6
Worries about penis size 6.0 6.2
Frequent night emission 4.6 9.2
Thin semen 18.3 20.7
TABLE 7.3 Preferences between masturbation and sex with CSW by 
perceived harm to penis due to masturbation
Whether deforming Preference for sexual satisfaction (%)
of penis mentioned Masturbation Visiting CSW Total
Yes 20  80  (609)
No 33  67  (278)
Total (N) (213) (674) (887)
χ2 = 16.87, p ≤0.001.  
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emission,” and “worries about penile size.” Frequent night emission is 
related to loss of semen, which is both a religious burden and a physi-
cal and sexual health concern. 
The case studies showed that sexual worries are first shared with 
close friends, to get advice, and friends sometimes direct them to 
commercial sex workers to “test” whether they are sexually potent. 
One informant reported: 
I was worried that I am losing my sexual power due to frequent 
night emission. My friend suggested to “test” my sex power by 
having intercourse with CSW. We all went. I was very fright-
ened. With difficulty (by help of the sex worker) I could erect 
my penis, but my semen came out before starting intercourse. 
My friends said that I have lost my sex power and I should not 
marry until I regain it.
Association between sexual worries and risky sexual behavior: For the 
purpose of the present study, any person having a sexual relationship 
with someone other than his wife within 12 months prior to the 
survey has been counted as a male with risk behavior. It included all 
those who had multiple partners or sex with any woman other than 
wife, visitors to CSW, or unmarried men having sex with a married 
or unmarried acquaintance. The total number of men thus identified 
with risk behavior in one-year reference period was 197 (20 percent). 
Risky sexual behavior was significantly associated with having at least 
one type of sexual worry, at least one type of performance-related 
worry, or at least one type physiology-related worry. No significant as-
sociation was found between risky sexual behavior and suffering from 
erectile problem or loss of sexual desire. 
The data show that men who had sexual worries were more likely 
to engage in risky sex in order to “test” their sexual power and ability 
to perform satisfactorily. A significantly larger percentage of those 
respondents who had at least one of the sexual worries indulged in 
risk behavior (35 percent) compared to those who did not have any 
such worries (23 percent). The likelihood of engaging in risky sexual 
behavior was greater among men who reported more sexual worries.
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The data also show a significant correlation between worries 
about “satisfying sexual partner” or small penis size and indulging in 
risky sexual behaviors. No such relationship was found with worries 
about “inability to get erection” or “loss of interest in sex.” Further 
analysis showed that among those who reported worries about getting 
an erection or “loss of sexual desire,” young men in the 15 to 24 age 
group were more likely to indulge in risky sexual behavior than were 
the older men. Even greater vulnerability to risk taking was shown by 
men who reported both performance and physiology-related worries. 
Correlates of risky sexual behavior: To identify the demographic 
correlates of risk behavior, analysis was carried out in two stages. First, 
bivariate tables were analyzed using chi-square tests for selected back-
ground characteristics. The results of the bivariate analysis showed 
that young and unmarried men, and married men not living with 
their wives, were more prone to risky sexual behaviors. A larger pro-
portion of men with urban background and higher education report-
ed risk behavior than those with rural background or less education. 
As expected, men who took alcohol 
and/or drugs or watched blue films 
reported more risk behavior. For all 
variables, the chi square value was 
highly significant (p ≤ 0.001).
At the second stage, a logit 
regression model was applied. Risk 
behavior (having sex with women 
other than wife/regular partner) was 
measured as a binary variable by its 
presence or absence, and was defined as given in the previous section.
The independent variables are show in Table 7.5. The logistic regres-
sion analysis presented shows that the key variables which had signifi-
cant (p≤0.01) relationship with risky sexual behaviors include marital 
status, use of drugs or alcohol, seeing pornography, and the reported 
sexual worries. For example, the odds ratios show that unmarried 
men are 3.3 times more prone to risky behavior than married men. 
“Men who had sexual worries were more likely 
to engage in risky sex 
for “testing” their sexual 
power and ability to 
perform satisfactorily.”
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TABLE 7.5 Correlates of risk behavior: Results of logistic 
regression analysis
Independent variable Coefficients Odds ratio
Marital status  
 Married — 1.000
 Unmarried 1.191 3.292***
Current age  
 35+ — 1.000
 30–34 0.437 1.548
 25–29 0.317 1.373
 15–24 0.405 1.499
Education  
 Illiterate — 1.000
 Up to 5 years 0.047 1.048
 6 years and more 0.113 1.120
Monthly income  
 Up to 2000 taka — 1.000
 2001–4000taka 0.305 1.357
 More than 4000 taka 0.893 2.442
Native place  
 Rural — 1.000
 Urban 0.370 1.448
Living status with wife  
 Living with wife — 1.000
 Either unmarried/widower or not living with wife 0.982 2.669
Alcohol or drug use   
 No — 1.000
 Yes 0.889 2.458***
Watches blue films  
 No — 1.000
 Yes 0.623 1.865*
Performance- or physiology-related worries  
 No worry — 1.000
 Physiology-related worry 0.453 1.573
 Performance-related worry 1.014 2.756***
 Both performance and physiology-related worry 1.185 3.270***
Significant at: ***p≤0.001; **p≤0.01; *p≤0.05.   
Similarly, drug/alcohol users are 2.5 times more prone to risk-taking 
behaviors. In case of sexual worries, those who have performance-re-
lated sexual worries were 2.8 times more likely to report risky behav-
iors than those who had no sexual worries. This increases to 3.3 times 
if the respondent had multiple sexual worries.
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Conclusion
In a study on violence (Khan and Aeron, 2006), at least 10 percent 
of women reported that their husbands have extra marital affairs. The 
study showed high prevalence of “having experienced premarital sex,” 
with low rates of condom use, particularly among younger men. More 
than half of the men became sexually active as early as 16 years of age. 
Sixty one percent of the respondents reported experience of pre-mar-
ital sex, which is a very high percentage given the conservative nature 
of the Bangladesh society. On the other hand, the rather low numbers 
of men reporting having multiple partners in the past year suggest 
that the actual frequencies of risky sexual behaviors are not as high as 
in many other populations. Some of the men reported that as young 
boys they were persuaded or even forced by women into sex. These 
cases mainly involved women who were older than the respondent, 
some of whom were relatives of the boys, such as cousins or sisters-in-
law. The young and inexperienced boys then perceive them as “teach-
ers” of sex. 
Adolescence is an age when boys start becoming curious about 
sexual issues and exploring their sexuality through masturbation and 
peer advice. Some of them watch pornographic movies, look for girls 
in the village and sometimes accompany their friends to commercial 
sex workers to learn and practice having sex. Most men in the survey 
had sex more than once before marriage, often with the woman with 
whom they had their first intercourse.
High rates of pre-marital sex were not matched by high rates 
of condom use. The study showed that less than 10 percent of the 
respondents who engaged in pre-marital sex reported using condom 
during their first intercourse. Those who had their first intercourse 
with sex workers reported slightly higher rates of condom use. 
The study revealed that almost half of the respondents reported 
some sexual worry. Generally, their sexual worries were focused on 
their sexual performance and physiology, size and shape of penis, and 
“quality of semen.” Worries such as those relating to the size of penis 
and nocturnal emissions are expressions of commonly held myths 
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concerning the importance of large penile size as a measure of sexual 
prowess, as well as the many beliefs and concerns about the nature 
and importance of semen, including the relationships of semen to 
religious principles.
While the respondents gave great importance to semen as sacred 
and essential for sexual and physical health, the supposed wastage of 
semen through masturbation did not emerge as a strikingly important 
contributor of risk behaviors. A more important concern for them was 
that masturbation affects the shape of their penis, which they consider 
to be a major threat to their masculinity. Such a fear often led them 
to consider intercourse, even if it is with a sex worker, to be a better 
option than masturbation. 
Discussion
Bangladeshi social norms generally disapprove of pre-marital sex, 
extramarital sex and going to sex workers. Although a double stan-
dard regarding gender and extra-marital sex prevails in Bangladesh 
(as in practically all societies), societal expectations and religious 
principles do not give approval for men’s extra-marital sexual experi-
ences. However, the study showed that large numbers of males, from 
a young age, engage in penetrative sex and are able to find female 
sexual partners. 
The research results have highlighted the central importance of 
men’s worries about sexual matters—particularly their anxieties about 
sexual performance and concerns that they cannot measure up to 
concepts of “real masculinity.” Many of their worries reflect misin-
formation about male physiology and sexual health. Central to many 
of their concerns are the traditional beliefs about semen and “conser-
vation of semen.” A number of research and action projects in India 
have found very similar beliefs and worries concerning semen loss, 
dangers of masturbation, nocturnal emission, and worries about penis 
size and shape (Deshmukh and Mehta, 2001; Verma and Schensul, 
2004). The beliefs about semen and dangers of “semen wastage” 
throughout South Asia have a long history, and parallel elements of 
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these beliefs are found in geographically diverse areas, in populations 
with different cultural roots. For example, the belief concerning 
production of semen from so-and-so many drops of blood is found 
in Bangladesh, throughout India, and in many places in Sri Lanka 
(cf. Obeyesekere, 1998). The core of these beliefs appears to be from 
ancient Ayurvedic medical writings.
In 2002 the Deepak Charitable Trust in Gujarat reported research 
in Gujarat that suggested the importance of men’s sexual worries as a 
factor affecting HIV/AIDS prevention measures. They suggested the 
following: 
In the populations of western India in which we are working 
young men have anxieties and worries about the health dangers 
of masturbation, nocturnal emissions, and other non-contact 
“semen loss.” These fears about sexual health dangers interfere 
with messages about “safe sex,” as men are more worried about 
the traditionally recognized health risks than they are about 
the new (and often vague) messages concerning STIs, HIV and 
AIDS (Deepak Charitable Trust, 2002).
Our study has documented the connections between men’s sexual 
worries and the likelihood of their engaging in risky sexual behaviors, 
including going to sex workers. Thus, our data, along with various 
studies in other parts of south Asia, point to the need for information 
campaigns to counteract the misconceptions and myths, in connec-
tion with other actions for combating the spread of STIs and HIV 
infections in these populations. 
Programs should be carried out for parents, teachers, and commu-
nity leaders, to enlist their participation in educational campaigns for 
men’s groups and for boys of school age. In addition to information 
dissemination, aimed especially at younger men, health facilities and 
NGOs should develop counseling services which could give helpful 
information and advice to young men seeking help concerning real 
or imagined sexual problems. Such counseling programs have been 
implemented in experimental form, for example in the male sexual 
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health clinics described by Hawkes and Hart (2000, 2003). Referring 
to some of the experiences with the male sexual health clinics, plus 
other interventions, the authors noted that: 
... if we are aiming to establish appropriate programmes, 
interventions and services which see men as full participants, 
we must begin to understand men’s own thoughts, feelings and 
concerns around the issue of sexual health (Hawkes and Hart, 
2003:94). 
These statements reflect the experiences of Dr. Hawkes with 
male sexual health clinics in rural Bangladesh, in which she found 
that many of the males coming to the clinic sought help and counsel 
concerning psychosocial problems (mainly sexual problems unrelated 
to STIs).
Some sexual worries, as explained earlier, are born out of pure 
myths that are spread in the society. Anxieties about penile size, thin 
semen, night emissions and other problems could be alleviated if 
counseling and information about sexuality were widely available. 
The widespread myths as well as misconceptions about masturbation 
and its perceived effects on sexual and physical health and shape 
of penis need to be counteracted by information from credible, 
authoritative sources. Information programs and counseling could 
reduce the likelihood of men seeking to engage in sexual intercourse 
(including with sex workers) only because they feel that it is a safer 
option than masturbation. Secondly, an effective, widespread pro-
gram of information and counseling would help in reducing anxiet-
ies about sexual health and prowess that emerge from fears of loss  
of semen. 
Another component of an effective informational and counseling 
program should be to spread awareness about women’s sexuality, and 
the importance of foreplay, love and affection during intercourse. 
The focus of attention needs to be shifted from simply intercourse to 
pleasurable sex. Condom use can also be encouraged, as a means to 
help “stay longer.” The image of a masculine man should be redefined 
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as not merely encompassing sexual and physical “power,” but with 
added elements of responsibility and care. In this way, the focus on 
masculinity-defined sexual performance could be reduced, thereby 
also reducing the severity of the sexual anxieties. The challenge is to 
find the best way to address these problems and to develop replicable 
interventions.
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With the emergence of the HIV / AIDS pandemic worldwide, is-
sues related to sexuality have received prominence in the global arena. 
However, not all nations have responded equally to this sensitive issue. 
Factors contributing to HIV infection in developing countries are 
lack of knowledge and inadequate educational programs regarding the 
transmission and prevention of HIV, as well as a lack of understand-
ing of sexuality and the physiological aspects of sexual and reproduc-
tive health (UNAIDS 2004).
CHAPTER8
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Bangladesh is a religiously conservative society. Sex education is 
not included in the formal education system that serves the majority of 
the population. The current reproductive health educational program, 
in the form of family life education (FLE), is inadequate and superfi-
cial, and reaches only a small proportion of the population (Bhuiya et 
al., 2004). Consequently, most people remain ignorant about human 
anatomy and physiology, including of the sex organs, and sexually trans-
mitted infections (Hossain 1997; Pelto et al., 2000). A similar situation 
has been observed elsewhere in south Asia (Barge and Mukherjee 1997; 
Bhagbanprakash 1995; Bhende 1994; Chitale and Das 1992; Jejeebhoy 
1998). Sex and the reproductive organs have always been the objects 
of curiosity among young people (Masters and Johnson 1966; Pelto et 
al., 2000). However, in conservative societies such as Bangladesh and 
India, discussing or seeking information on sex and sexuality is socially 
disapproved of. Young people cannot get reliable printed material on 
sexuality, nor are these topics discussed in school and college (Bhuiya et 
al., 2004; Chowdhury et al., 1997; Jejeebhoy 1998). As a result, most 
people rely on their friends and relatives for information on sex. Since 
these sources of information are themselves not properly informed, they 
often provide erroneous or misleading information. 
A number of studies have shown that psychosexual problems are 
widespread in Bangladesh (Chowdhury et al., 1997; Hossain 1997; 
Khan 2004; Pelto 1997). Many of these problems are due to the ab-
sence of information on sexuality (Masters and Johnson 1970; Pelto, 
1997). Also, traditional medical systems (such as the Ayurveda and 
Unani) perpetuate complex assumptions about male physiology, includ-
ing about semen and “semen loss,” that have an effect on male concepts 
of masculinity and sexual health. It is normal for young people to be 
curious and anxious about sex with no scope to experiment with their 
sexuality (Kinsey et al., 1948, Pelto, 1997). Evidence suggests that this 
inability to “test” one’s sexuality, along with curiosity and concerns, can 
lead to psychosexual problems (Pelto et al., 2000; Verma et al., 1999). 
Sexual anxieties can be aggravated if there is widespread misinformation 
and misconceptions about “manliness” and sexual physiology.
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It is common in Bangladesh for “medicine sellers” to sell herbal 
medicines in public places, such as roadsides, bazaars (markets) or 
parks where young people congregate. Some medicine sellers attract 
potential customers by describing the sexual organs or giving a lecture 
on various sexual problems and diseases about which young people are 
curious and concerned. Sometimes these medicine sellers tempt po-
tential customers with pictures of the reproductive organs, attractive 
women, virile men or satisfied clients. During their “lectures,” they 
try to convince people to buy their medicine, or at least to note down 
their address for a later appointment. 
Some medicine sellers distribute pamphlets or flyers that describe 
sexual health problems and the medicines available for the treatment 
of these conditions. Many medicine sellers give advice to young 
men who come to them to seek information about real or imagined 
sexual health problems. These medicine sellers and “street advertisers” 
include kabirajs (practitioners of ayurveda), “daktars” of homeopathy, 
hakims (Unani practitioners), as well as untrained and unqualified 
promoters of “health remedies.”
These sellers offer a variety of medicines, herbs, oils, extracts,  
metals as well as products with animal content. The purpose of this 
study is to explore the relationship between the advertising of  
sexual health remedies and people’s ideas and concerns regarding 
sexual matters. Most of the advertising about sexual treatment is fo-
cused on men’s concerns, but some messages and remedies also target 
women’s problems and concerns such as infertility and issues of breast 
size and shape. 
Objectives
The objectives of the study were to explore the contents of advertise-
ments related to sexual matters, and to understand how their contents 
and approach relate to prevailing beliefs and myths about sexual phys-
iology, sexual health and other cultural ideas in Bangladesh, and more 
widely in south Asia.
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Methodology
Advertisements in leaflets, brochures, and newspapers for medicines 
and other kinds of treatment for sexuality-related problems were 
collected for three years, from 2003–05. The investigator collected 
leaflets and brochures that were distributed in the street and/or public 
transports while commuting to work or during personal trips. No 
special trips were made to collect advertisements. This means that any 
person in the streets of Dhaka would have encountered the same kind 
of advertisements and information in the course of a daily commute 
or travel in the city. 
During this three-year period, advertisements relating to sexual 
health remedies were collected during the course of regular reading 
of newspapers. The investigator read one Bangla and one English 
newspaper. Advertisements in the Bangla newspaper were collected 
regularly. There were no such advertisements in the English-language 
newspaper, possibly because the audience likely to be attracted to 
these advertisements do not read newspapers in English. 
All the newspaper cuttings were systematically filed for the study. 
Repeat advertisements were also collected and counted, but not 
included in the analysis. In addition to the advertisements collected, 
three health practitioners were interviewed to obtain their views and 
perspectives, and to understand the terminology used in the advertise-
ments.
The analysis was conducted manually by identifying themes and 
objectives, and preparing a glossary of the terminology used. A few 
variables were quantified and the analysis was performed by SPSS. 
This chapter describes the findings of the analysis.
A total of 126 advertisements were collected during the three-year 
period. Of these, 56 had new content while 70 were repeat advertise-
ments. Hence, this analysis focuses primarily on the 56 new advertise-
ments, of which 36 were published in newspapers and the remaining 
20 were in the form of leaflets and brochures distributed in the street 
or public transport. Figure 8.1 displays three of the advertisements 
and provides a shortened translation in English.
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FIGURE 8.1   Advertisements on medicines and treatment for 
sexuality-related problems, with abbreviated translations in English
Kudrati hormone shander oil 
This oil is famous for “mordami” 
strength of testes. Use at the base 
of the penis and testes every night 
after light heating. Use also for any 
pain, sprain and fracture; for cough 
and asthma/respiratory distress; or 
wound, infected burn and scabies 
cure. It is especially helpful for those 
who are totally unable to have inter-
course or whose semen is thin.
Musk
Since ancient times, musk has been popular 
among “weak” men worldwide. If you are 
not familiar with the use of musk or do not 
know how to use it, know the correct use.
For those whose marital lives are full of 
sadness due to less strength and duration in 
marital relations, musk will bring happiness, 
















gokul is a kind 
of nocturnal 
forest animal 
whose musk is 
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Results 
Types of advertisements 
The analysis shows that of the 56 new advertisements, 24 were related 
to ayurveda/herbal/kabiraj medicine, 11 to homeopathy, 10 to unani, 
2 to allopathy (mainly provided by pharmaceutical companies) while 
the remaining 9 dealt with instruments or devices such as penile and/
or breast enlargers. 
Size of advertisements 
The size of the advertisements varied according to the type of publi-
cation. The bulk of the advertisements in newspapers were less than 
5 square inches in size while in the case of leaflets/brochures, adver-
tisements were larger in size (more than 7 inches by 6 inches). Adver-
tisements in newspapers were much smaller than those in leaflets or 
brochures because publishing advertisements in a newspaper is much 
more expensive than printing brochures and leaflets. 
Homeopathic practitioners mainly published large advertise-
ments in the newspapers. Advertisements were mainly placed on  
the commercial page of the newspaper, which has small advertise-
ments. The commercial page, which is usually the sixth or seventh 
page of an eight-page newspaper, is designed for small low-cost  
advertisements.
Target audience
The analysis reveals that 41 of the advertisements were directed to 
both men and women. Twelve advertisements targeted only men, 
while 1 advertisement was directed to women only. 
Further analysis reveals that slightly more than half the adver-
tisements were deliberately vague, so as to attract people of all ages. 
About one-fifth directly referred to young married men, about one-
sixth to young unmarried men, and the remaining 6 were directed to 
newly married couples, particularly husbands.
181STREET-BASED AND NEWSPAPER ADVERTISING BY “SEXOLOGIST” 
PRACTITIONERS IN BANGLADESH
Content Analysis of Advertisements 
Type of problems treated
In the advertisements providers claimed to treat a number of problems 
or diseases, ranging from 5 to 20. Box 8.1 lists some of the diseases 
that practitioners of ayurveda claimed could be treated. As can be 
seen, these advertisements included a number of common illnesses, as 
well as various sexual problems. 
The types of problems/diseases mentioned in the advertisements 
varied considerably. Problems ranged from alopecia (loss of hair) and 
bad breath to impotence and abdominal pain; from reproductive 
health problems to general health issues; and from medical to surgical 
problems. 
The analysis reveals that providers such as general practitioners 
present themselves as experts on almost all diseases. Diseases that can 
be treated range from medical to surgical conditions and from acute 
to chronic conditions. However, further analysis shows that prac-
titioners are particularly interested in getting clients suffering from 
chronic diseases and psychosexual problems.
Treatment of men’s sexual health problems
Forty-six of the 56 advertisements analysed focused on treatment of 
men’s sexual health problems. Table 8.1 presents a list of men’s prob-
lems advertised, along with the local terminology used. As can be seen 
from the table, the problems relate to sexual performance, qualities of 
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the penis, and/or issues related to semen and semen loss. The largest 
number of advertisements (34) claimed to treat the inability to per-
form intercourse for a long time. 
Treatment of women’s reproductive health problems
Thirty-one advertisements mentioned women’s reproductive health 
problems (see Table 8.2). Among these, vaginal discharge, irregu-
lar menstruation and uterine prolapse were common. Frigidity and 
painful coitus were also frequently mentioned as female psychosexual 
problems.
The advertisements also covered treatment for breast problems. For 
instance, seven advertisements each claimed to treat loose breasts and 
large breasts, while five claimed to treat stiff breasts (bokkho shaktoo). 
Three advertisements offered treatment for small breasts (chotto book). 
Common Sexual/Reproductive Health Problems and 
General Problems
Thirty-five out of 56 advertisements covered problems common 
among men and women (see Table 8.3). These include burning/pain 
TABLE 8.1 Men’s sexual health problems mentioned in 
advertisements and local terminology used
Sexual problems and terminology used Number
Cannot perform sexual intercourse for a long time (Bashikhon thaktey parey na) 34
Nocturnal emission (Swapnodosh) 31
Weakness during special times (Bishes muhurtey durbolota) 30
Impotence (Dhojovongo/lingo nistez) 25
Deformed penis (Aaga mota gora chikon) 16
Small penis (Lingo choto) 16
Weak penis (Lingo durbolota/dhatu durbolota) 15
Masturbation (Hostomoithun) 14
Semen discharge before and after urination (Prossraber aage o pay birja jaay) 14
Urination through two channels (Doo naley prossrab) 12
Thin semen (Birja patla) 10
Loose artery and vein of the penis (Purusanger rog dhila) 10
Premature ejaculation (Romon kaje roto howar aagai birjo out) 10
Total advertisements 46
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TABLE 8.2 Women’s reproductive health problems mentioned in 
advertisements and local terminology used
Health problems and terminology used Number
White discharge (Leucorrhoea/Shet prodor) 28
Infertility (Bhanda) 25
Uterine prolapse (Jorayu ber hoye aasha) 22
Irregular menstruation (Oniomito ritu ssrab) 16
Bloody discharge (Leucorrhoea/Rocto prodor) 16
Frigidity (Naritohinota) 13
Back pain (Badok) 11
Dyspareunia/painful coitus (Shohobasey betha) 9
Amenorrhoea (Ritu bonda) 7
Dysmenorrhoea (Betha jukto masik) 7
Loose breasts (Ston juley pora) 7
Large breasts (Boro book/Unnoto Bhakkho) 7
Stiff breasts (Bokkho shoktoo) 5
Small breasts (Chotto book) 3
Lower abdominal pain (Navir niche chaka betha) 2
Total advertisements 31
TABLE 8.3 Advertisements targeting common reproductive health 
problems among men and women and local terminology used
Health problems and terminology used Number
Syphilis (Jounagngey gaa) 22
Burning /pain during urination (Prossrabey jala pora/betha) 20 
Gonorrhoea (Linggaa dhiya pus jaay) 20
Frequent urination (Ghono ghono proserab) 19
Piles and anal fistula (Orsha-vogondor) 19
Nervous weakness during intercourse (Indrio durbolota) 10
Chronic dysentery (Puraton amasha) 7
Urinary and bladder stones (Muttro and pitto pathori) 3
Chronic constipation (Koshtokathinno) 5
No urge for intercourse (Shangoom nirutshaho) 3
Total advertisements 35
during urination, syphilis, gonorrhoea, frequent urination, piles and 
anal fistula, which were mentioned in at least half the advertisements. 
Among the common psychosexual problems, nervous weakness 
during intercourse and lack of desire for intercourse were mentioned 
in 10 and 3 advertisements, respectively. In addition, some advertise-
ments also claimed that they could treat chronic dysentery (7) and 
chronic constipation (5).
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Local Terminology for Reproductive Health Problems 
and Organs
Jouno rog is the common Bangla term for sexual health problems used 
in all the advertisements. Some advertisements also use other terms, 
such as jounobedi/gopon rog (Table 8.4). An examination of the adver-
tisements shows that sexually transmitted infections and non-trans-
mittable sexual problems are combined, which corresponds to the 
ways in which men have listed sexual health problems in a number 
of studies in India and Bangladesh (Verma et al., 1999). Despite the 
fact that sexually transmitted infections are combined with problems 
of sexual performance and semen loss in the general cultural concep-
tualization, studies have shown that these three categories are recog-
nized separately when informants (including practitioners) are asked 
to separate them into groups (Verma et al., 1999; Verma et al., 2008) 
The Bangla term jouno rog will elicit the entire list of infectious and 
non-infectious sexual problems, corresponding to the common term 
“gupt rog” found widely in northern and western India.
TABLE 8.4 Commonly used names/metaphors for sexual organs, 
diseases and sexual activities
Act/organ/ 
RH disease Names/metaphors used Number
Sex Jouno 54
Penis Lingo/Penis/Gopon Indrio/Gopon Ongo/ 
 Purushango/Bishes Ongo 42
Impotence Dhojovongo/Purushahahinata/Jouno akkhamota/  
 Miloney akkhamota 42
Semen Birjo/datu 40
Sexual problem Gopon shamasha/Jouno shamasha 35
Sexually transmitted  Jouno rog/Jounobedi/Gopon rog 34
 disease
Intercourse Shahabash/shangom/Stri shahobash/Jounomilon/  
 Mudhur Milon/Anando Milion/Bishes Mhurto 28
Breast Book/Bakkha/ston 23
Vagina Stree Ongo/Bishes Ongo/Jounagoo/ 6
Masculinity Mordami/Purushattoo 5
Night emission Shwopnodosh 3
Total advertisements  56
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The above data show that providers’ advertisements use “popular 
cultural language,” employing phrases that everybody in the target 
audience understands. For example, for a deformed penis/bent penis 
they used the phrase “aaga mota gora chikon/baaka teraa (deformed pe-
nis with broad tip and thin base).” The advertisers use the terminology 
commonly used for the reproductive organs. They choose colloquial 
terms rather than those that are limited in use, “scientific” or region-
al in nature. For example, they used “hostomoithun” (masturbation) 
instead of “haatmaara” which is the term used by people in some 
areas. “Hostomoithun” is a bookish term while “haatmaara” is the local 
term in most areas. A similar term for masturbation, hathmaithun, is 
widely known in India as well. Even more generally known is the term 
shwopnodosh for “night emission,” which is known throughout south 
Asia, including Nepal.
Many advertisements used both a phrase and a name to describe 
an illness. However, one name is always placed in brackets. By using 
phrases providers try to give the problem/disease a more descriptive 
and complete meaning that can be easily understood by the audience.
Often, both English and Bangla terms for these conditions are in-
cluded in the advertisements. If the name of the disease is difficult to 
understand in Bangla or if the English name is relatively well-known, 
then the English word is used. Some English words in the adver-
tisements have been misspelled or misrepresented. For instance, the 
advertisements mention “night pollution” rather than night emission, 
because the use of the word “pollution” has a negative connotation. 
Services Mentioned in the Advertisements 
Most providers offered services to make the penis stronger, and to 
increase sexual performance and duration. Almost half the remedies 
were to strengthen the nervous system of the penis (sensitivity), to en-
large the penis or to fix deformed penile shape. About one-fifth of the 
advertisements offered to reduce “night pollution” (nocturnal emis-
sion), and about two-thirds to overcome “dhojovongo” (impotence) 
and premature ejaculation. 
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For women, providers offered to cure infertility (18), regulation 
of menstruation (18), relief from painful coitus (6) and reshaping of 
the breast (28). Among the 18 advertisements offering breast-related 
services, 14 were for breast enlargement, 15 for reshaping the breast 
and another 10 for decreasing the size of the breast. Other services 
offered to men and women included arranging a separate doctor for 
male and female patients, arranging a “medical board” for complicat-
ed problems, providing 24-hour services (in some cases), call facilities, 
appointments on holidays, and the option to send medicine through 
a courier service. About half the advertisements mentioned that they 
have female physicians to treat women.
Techniques Used to Make Services Sound Credible in 
Advertisements
The content analysis of the advertisements reveals that providers 
include information about their services and products to convince 
readers of the authenticity of their services. Some explained the origin 
of their services, others noted their experience in the profession, and 
some tried to prove their credibility by criticising services offered by 
other providers.
Mentioning the origin of drugs/medicines
To make their drugs more attractive to clients, advertisements high-
lighted the origin of the drug or the medicine that was being promot-
ed. Of the 56 advertisements, 14 mentioned that the medicine was 
homeopathy-based, 10 claimed the medicine was a mix of valuable 
materials/substances, 9 referred to ancient ayurveda practices, and 8 
mentioned unani (Muslim system of medicine/hekimi) as the source 
of their product. See Box 8.2 for sample advertisements.
Advertisements for ayurveda/herbal treatment noted that their 
medicines were prepared mainly from herbs, local plants, roots 
and fruits, and that they also added other substances to meet their 
patients’ needs. Often, advertisements for homeopathy treatment 
claimed to be “ultra-modern” or imported from other countries. Ad-
vertisements for allopathic treatment stated that only their medicines 
187STREET-BASED AND NEWSPAPER ADVERTISING BY “SEXOLOGIST” 
PRACTITIONERS IN BANGLADESH
were scientific. Advertisements for unani mentioned that they were 
made from heavy metals. Advertisements for instruments for treat-
ment claimed that their products were tested and imported. All the 
advertisements also claimed that their treatments have no side effects.
Claiming expertise in the field
All the service providers claimed to be experts in their fields. While in 
all 56 advertisements providers claimed to be experts on men’s sexual 
health problems, in 37 advertisements providers also claimed to be 
experts in women’s sexual health problems. Table 8.5 lists the areas in 
which providers claimed expertise.
Of the 56 advertisements, 22 providers claimed to be physicians 
and 13 claimed to be kabirajs or hakims. The remaining 21 did not 
mention any branch of medicine or the providers’ designation.
Reference to authorization by governments and international 
organizations 
In 10 advertisements, providers described themselves as authorized 
practitioners or providers. Of these, 8 mentioned that they were 
government-registered practitioners and 4 mentioned that the World 
Health Organization (WHO) also approved their products. Three of 
the providers also gave their government registration number in the 
advertisement. Interestingly, these 10 advertisements also cautioned 
the reader not to use the products of other providers or be influenced 
by attractive colored advertisements published by others. These pro-
viders claimed that other people were copying their words/language in 
their advertisements.
TABLE 8.5 Providers’ claim of expertise
Category Number
Male sexual health problems/diseases 56
Female sexual health problems/diseases 37
Chronic general health problems of males 50
Chronic general health problems of females 28
Others 5
Total advertisements 56
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Mentioning years of practice to highlight experience
Most of the advertisements mentioned the year of establishment of 
the practice to indicate that they have been engaged in their business 
for a long time. Nine advertisements mentioned that the practice has 
different branches, ranging from 2-7.
Process of diagnosis explained
Twenty-two advertisements mentioned the process of diagnosis to 
suggest that the practitioners are using modern technology. Of these, 
17 claimed that they were using computers to diagnose diseases, 2 
stated that feeling the pulse was their method of diagnosis, and 3 
mentioned that they have a provision to form a “medical board” with 
doctors/kabirajs/hakims in order to diagnose complicated diseases. 
Most of the advertisements invited people to seek “shesh chikitsha,” a 
last-resort treatment to cure illness. Almost all mentioned the dura-
tion of treatment needed, which in most cases ranged from 3–21 days.
Guaranteed cure
Many of the advertisements stated that the practitioner guaranteed to 
cure their problem. Some practitioners even promised to return the 
consultation fee if the treatment failed.
Claiming acceptance of their medicines by various users
In 7 advertisements practitioners claimed that their medicines were used 
by people all over the world. Two mentioned that kings and queens 
from ancient times used their drugs/medicines, while 9 noted that their 
drugs were being used by people in Bangladesh. A few advertisements 
also incorporated stories illustrating the efficacy of the drug/medicine. 
Many providers included stories about themselves and how they had 
procured the drugs or medicines. 
Making the advertisements attractive
To attract the attention of the reader, all 56 advertisements used 
captivating headings, 34 used photographs, and 50 included personal 
questions. All advertisements had body texts describing their objec-
tives. The content and language of the advertisements did not differ 
greatly from one category to another.
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Use of photographs 
Photographs were published mainly in leaflets, brochures and adver-
tisements for homeopathic treatment. The photographs were stimu-
lating, self-explanatory, and intended to trigger interest so that people 
would read the message. 
Eleven out of 34 advertisements used photographs of a happy 
couple (hugging), and 4 used photographs of satisfied clients. One 
used a photograph of a group of strong men, and 6 advertisements 
had pictures of animals such as a deer, tiger, snake, civet, reptile, and 
horse, which were perceived as symbols of sexual power. Because 
a horse has a big penis, it is perceived that people would buy their 
BOX 8.2   Sample advertisements for homeopathic and ayurveda/
herbal treatments
 Young and married 
brothers please notice.
Take guarantee for 
cure.
Money back guarantee 
if failed.
“You have many bad 
habits at your young 
age, and you have 
spent energy without 
any reason. You have 
spoilt yourself by 
going to bad places 
with your friends. 
Now, you are afraid 
of getting married 
so you feel unfit for 
your wife. You are 
very ashamed and 
frustrated and become 
nervous because of 
this. Don’t wait, come 
to us. We will cure you 
with our ultramodern 
homeo medicine. You 
will regain your full 
youth and energy, and 
your mind will be full 
of joy, life will be full 
of pleasure.”
Good news for young and married brothers
“You have lost a lot of spermatozoa due to masturbation and 
visiting commercial sex workers; you are suffering from syphilis 
and gonorrhoea. Now you are sexually weak and your penis 
has become thick at the tip and thin at the base and altogether 
small. You have married but cannot give sexual satisfaction 
to your wife. You are ashamed in front of your wife or afraid 
of getting married-it is disgraceful for a man. I will say as a 
physician- don’t wait any longer. We treat these problems with 
100 percent guarantee. To have intercourse for a long time, our 
“Bajikaron” medicines have been famous for 100 years. If you 
use our medicine your penis will be strong like an iron rod. You 
will get energy like a horse. You will not feel weak even if you do 
intercourse 4–5 times a day and 25–30 minutes each time.”…..
For difficult and complicated patients there are arrangements to form a 
board with 8 hakims and kabirajs. For female patients there are female 
doctors round the clock.”…
Last resort treatment in life
...“Musk-deer [Kasturi] is powerful and effective for those 
married men who have lost their strength and duration. It is a 
good god-gifted thing. Just Kasturi alone does not work; other 
substances need to be added with this to make it effective, such 
as Kasturi Halowa and Kasturi Batika. Use of rubbing solution 
[Malish] prepared from Kasturi and other substances will rec-
tify/cure problems of male secret organs. This salve makes the 
penis larger and stronger. You have spent lot of money on these 
problems. Try our one and see the difference. Be happy in sexu-
al intercourse and regain your lost strength and duration.”…
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medicine so as to enlarge the size of their penis. Six advertisements 
used photographs such as of a large-breasted woman, herbs, fruits and 
instruments used for penile enlargement. 
Personal questions
The advertisements adopted a direct and provocative approach. To 
attract immediate attention, the advertisements posed direct questions 
about sensitive sexual concerns. For instance, “Are you sexually happy 
in your married life?,” “Is your penis small?,” “Do you have the habit of 
masturbation?” 
Almost all advertisements posed one or often several questions to 
the reader; the number of questions ranged from 1–34. Box 8.3 gives 
examples of personal questions in the advertisements. After seeing 
these questions, readers would then get the response in the form of 
“come to us” or “use the prescribed medicines” or “seek care of our experi-
enced doctor/ hakim /kabiraj.”
Focused headings in the advertisements 
Typically, the advertisements had a heading, and about half had more 
than one heading. These headings were focused, targeted and asser-
tive, indicating at once what the advertisement was about. Most of 
the headings were indicative of sexual health, including regarding the 
penis, breasts and other aspects of sex and sexuality (Box 8.4). Adver-
tisers placed or chose the headings so as to encourage people to read 
the text in detail. 
BOX 8.3   Examples of personal questions in advertisements
Is your penis thinner at the base and thicker at the tip?
Is your penis small?
Are you experiencing nocturnal emission? 
Do you experience a drop of semen when passing stool?
Are you able to do intercourse for long time?
Do you experience early ejaculation with or without stimulation?
Have you ever had the habit or excessive habit of masturbation?
Do you feel the urge to urinate during your bath?
Are you infected with STI?
Are you sexually happy in your marital life? 
Do you feel weak during special time?
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Making the Service/Drug Convenient for the Client
To ensure that their services or drugs were used, providers paid atten-
tion to the client’s convenience so that the potential user would not be 
confused regarding where to get the treatment or the drugs. 
Giving the product a name
In 27 advertisements, the products being sold were given names. 
These names were explicit and suggestive, for example, “Gopon malish, 
Harbal X5, Ideal genital, Sex modok, Kosturi, Moniraj oil, Restigan, 
Tiger massage lotion, Zinsang Halua, Kudrati Bager oil, Kosturi Botica, 
Kasturi halua, Zinsang penile enlarger, and Ako genital oil.”
Process of Administration
Of the 56 advertisements, 42 described the process of administering 
the medicine. Of these, 8 mentioned that the medicine had to be 
consumed, 19 mentioned massaging and 12 mentioned multiple ways 
that the product could be administered. In addition, the advertise-
ments also mentioned the time when the products should be used— 
before, after or during intercourse. A few also stated that products 
such as an oil-based solution need to be applied on and around the 
testes. Interestingly, it appears that the products being sold in the 
BOX 8.4   Focused headings
“Unlimited power, natural and no harm.”
“Assurance of happy sex.”
“Secret speech, come to us.”
“Secret of beauty, come to us.”
“Why people need Kasturi?”
“Good news for the married, the young and the women.”
“No more harassment. No more frustration.”
“Last treatment in your life.”
“Only for aware men/women.”
“Health is more than money.”
“Increase duration of intercourse.”
“Keep youth forever (Jowban k dhaary rakhun).”
“Reshape the special organ (Bishes onga paribartan o paribardhan karun).”
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advertisements could be used for more than one purpose. Sometimes, 
the same product was recommended for healing the penis and treating 
breast-related problems. 
Giving Contact Information
Often the advertisements also inform the prospective client about  
how and where to obtain the medicine/drugs. At the end of the ad-
vertisement, providers print their address, as well as directions to the 
clinic or shop. 
False and Misleading Advertisements
Whereas the advertisers of many ayurveda, homeopathy and unani 
medications no doubt believe that their products are effective, some of 
the advertising, particularly for increasing the size and strength of the 
penis, involve blatantly false claims. One such advertisement claims 
that if a person uses their product: 
“the penis will be strong as an iron rod, the length will be  
20–25 centimetres and you can sustain an erection for at least 
30 minutes.” Another advertisement, aimed at women, claims, 
“If you use our malish [massage], your breasts will be lifted, 
well-shaped and symmetrical.”
Although providers make such claims, it would appear that they 
themselves do not believe these claims, and realize that they are trying 
to sell products by presenting false information. Thus, the various 
advertisements in our sample range from “well-meaning, sincere offers 
of treatment,” to “false and fraudulent claims, intended to deceive.” 
Some kind of regulatory action should be initiated to curb such 
fraudulent advertising. “Well-intentioned” advertised treatment, based 
on misleading traditional beliefs about sexual physiology (particularly 
concerns about semen loss and semen quality), also need to be ad-
dressed through the spread of modern, appropriate information about 
sexual and reproductive processes.
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Discussion
In Bangladesh, as in neighbouring countries, few programs provide 
accurate, useful knowledge about reproductive and sexual health 
issues. There are very few educational efforts, either in schools or other 
forums, except to raise awareness about HIV / AIDS. In recent years, 
both the government and non-governmental organizations in South 
Asia have launched some positive and encouraging initiatives to pro-
vide educational messages concerning HIV / AIDS. However, the lack 
of well-designed materials on sexual physiology and health concerns 
remains a critical gap. Mistaken beliefs and misinformation about sex 
and sexuality are widespread and result in a great deal of anxiety and 
unnecessary treatment for imagined problems that should be viewed 
as normal human physiological processes. 
Given the scenario and the findings, a conceptual framework has 
been developed (Figure 8.2). The framework highlights that social 
and religious norms and prohibitions along with the absence of sex 
education and lack of counselling in schools, colleges and health care 
FIGURE 8.2   The effects of traditional misinformation and erroneous 
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institutions perpetuate misconcep-
tions about sexual and reproductive 
health. These misconceptions, in 
turn, provide opportunities for var-
ious practitioners to offer treatment 
for purported “health problems,” 
whether they are sincere in following 
traditional ayurveda, unani or other 
medical systems, or are opportunists 
who are making false claims about the 
efficacy of their methods. 
The various misconceptions among young males concerning sex-
ual physiology, coupled with concerns about masculinity, can contrib-
ute to increased high-risk behaviors, as young men seek to “test their 
manhood” by visiting sex workers. This hypothesis and its implica-
tions call for further testing through carefully designed research.
Conclusion
This study shows that several different types of practitioners/facilities 
such as ayurveda/herbal/kabiraji, unani/hakimi and homeopathy, 
regularly print and distribute advertisements offering treatment for a 
wide range of health problems, most of which are linked to the sexual 
concerns of both men and women. The objective and language of the 
advertisements do not differ greatly by provider. While the advertise-
ments targeted both unmarried and married men and women, the 
focus was more on unmarried or newly married men who could be 
expected to have various sexual worries.
The messages presented by these providers are not very different 
from related “messages” all over south Asia. One feature underlying 
many of these messages, and the purported sexual health problems 
they relate to, is the widespread concern about “semen loss” and se-
men quality, which is derived from centuries-old ayurveda theory.  
The prevailing concerns about masturbation, “night emission”  
(shawpnodosh) and related semen “wastage” or “loss” have an overlay 
of Islamic beliefs about sin; however, men’s concerns about semen and 
“ In Bangladesh, mistaken beliefs and 
misinformation about 
sex and sexuality are 
widespread and result in a 
great deal of anxiety and 
unnecessary treatment for 
imagined problems.”
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“performance anxieties” date back to belief systems that long pre-date 
Quranic thought. In particular, concerns about “semen quality” and 
“semen loss” , which are universally present among males in south 
Asia, are part of the basic ayurveda physiological concepts developed 
at least 2,000 years ago and are still part of the biomedical concepts of 
traditional medical practitioners.
Maloney et al. (1981) carried out a classic study of cultural beliefs 
about reproductive and sexual health in Bangladesh, in which they 
documented pervasive male concerns about the “conservation of 
semen,” noting that basic beliefs are similar among both Hindus and 
Muslims. For example: 
There is a belief in Islam to refer to all sexual activity outside 
marriage as ‘sinful acts’ [paapjanak kaj]. Masturbation is there-
fore condemned on moral grounds. Hindus, however, condemn 
it more on physical grounds, saying the semen should not be 
wasted and it will make the penis deformed. Boys are told that 
if they waste their semen before marriage they will have less of it 
after marriage. Even nocturnal emission is so categorized, and 
sex dreams are said to come from Saitan [the demon]; health is 
affected; impotency might follow. (p. 139)
It is also a belief in some societies that “semen” is the wife’s right, 
so it should not be wasted. It is perceived that excessive “nocturnal 
emission” has a deleterious effect on general and sexual health.  
Similar patterns of male sexual concerns and beliefs about  
conservation of semen are reported from Odisha in eastern India 
(Bottero, 1991), Mumbai (Verma et al., 2008), Tamil Nadu  
(Peedicayil, 2003), and Sri Lanka (Obeyesekere, 1998). Obeysekere 
reports that in Sri Lanka: 
Anxiety regarding semen loss is complicated by sexual anxieties 
and guilt feelings generated in a culture in which the expression 
of sexual and aggressive drives are radically circumscribed from 
very early childhood. In Sri Lanka, as in many other cultures, 
men and women have very little or no premarital access to each 
other. In this situation, nocturnal emission and masturbation, 
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as well as homosexuality, are a common outlet for the sex drive. 
Guilt and anxiety regarding sex are expressed by fear of semen 
loss. (p. 213).
Beliefs regarding the importance of semen, and the focus on 
“semen loss” as a central element of sexual health problems, are seen as 
stemming from ancient ayurveda theory in south Asia. However, the 
same concepts are well-known in Chinese traditional health beliefs. 
The anthropologist Kleinman (1988) notes that:
Excessive loss of semen, through masturbation or an overly active 
conjugal sex life has always generated marked anxiety among 
the Chinese because semen contains jing, or the essence of qi, 
which in turn is lost when semen is lost. This makes semen loss 
a potentially life-threatening illness and tradition-oriented 
Chinese adolescents and young adults are particularly fearful of 
the consequences of nocturnal emission and other forms of semen 
loss. (p. 23) 
In this connection there is a prevailing belief in Bangladesh where 
grandparents or older people tell couples before their wedding to keep 
their health intact: “masey ek, basorey baro, tar chey jato kom paro” 
meaning have sex once a month, 12 times a year or as little as possi-
ble. Indeed, from the point of view of modern bio-medicine, these 
traditional ideas are based on “unscientific” beliefs. Furthermore, they 
lead young people to worry needlessly, and in some cases can cause 
young men to engage in risky sexual behavior, as well as to waste 
money on purported cures for conditions and behaviors that are not 
in fact unhealthy. 
It is important to note that, in most cases, the various ayurve-
da, homeopathic and unani providers themselves follow traditional 
teachings, and feel that they are offering treatment for actual health 
problems. Like the populations they claim to serve, these practitioners 
are themselves misled by traditional beliefs about sexual physiology. 
A number of studies and policy statements have pointed to the 
need for greatly expanded awareness-raising campaigns on reproduc-
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tive and sexual health. These policy statements highlight the need to 
educate young people, by including reproductive and sexual health 
education in schools, as well as in special programs, such as “health 
camps” for adolescents.
These are of course important policy suggestions. However, much 
less attention has been paid to the need for effective programs promot-
ing reproductive and sexual health education among health providers. 
Operations research projects in India have demonstrated that both 
allopathic and non-allopathic providers are interested in receiving 
training and information about sexual health issues, and the majority 
are willing to adopt new approaches to treat both men’s and women’s 
sexual and reproductive health problems. For example, a multi-year 
project in Mumbai (RISHTA Project) included training and collabo-
ration with government health doctors and community-based non-al-
lopathy providers to develop new approaches to men’s sexual health 
problems (Schensul et al., 2006, 2007). The researchers report that:
The RISHTA project has developed an experimental interven-
tion to train community-based private non-allopathic providers 
in a more holistic approach to sexual health problems consistent 
with their discipline traditions and in syndromic management 
and behavioral risk reduction. Furthermore, in an effort to more 
effectively involve public allopathic services in addressing issues 
of men’s sexual health, the project has developed an experimental 
male health clinic in a heretofore maternal and child health-ori-
ented public urban health centre in which the staff has also been 
trained with the non-allopathic providers. (2007: p. 450)
Recommendations
The results of this research are in keeping with findings from a num-
ber of recent studies that point to the need to provide accurate, up-to-
date information about sexual and reproductive health matters. Along 
with the dissemination of appropriate education about sexuality, 
effective counselling services are needed, as well as sexual health clinics 
that provide services for both men and women.
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Along with the need to disseminate effective sexual education and 
counselling in the general population (particularly among young peo-
ple), sexual and reproductive health education programs are needed 
for health service providers in the formal sector as well as for various 
traditional practitioners. In the few instances where such educational 
programs have been introduced, it has been found that both allopathy 
(formally trained) doctors and the various traditional practitioners of 
ayurveda, homeopathy and unani medical systems have been interest-
ed in gaining knowledge and expertise related to sexuality and sexual 
health problems. Providers of both allopathy and non-allopathy could 
be trained in counselling skills on sexual matters, and given informa-
tion and the tools to more effectively treat reproductive tract infec-
tions and sexually transmitted infections, as well as actively participate 
in campaigns against HIV / AIDS.
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Prevalence, Nature, and 
Determinants of Violence 
Against Married Women in 
Bangladesh*
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John W. Townsend
Violence against women has serious consequences for the physical 
(Koss, 1990) and mental health of women. It is a serious public health 
problem and violation of human rights (Heise et al., 1994; United 
Nations, 1995; World Conference on Human Rights, 1993). Accord-
ing to available studies, 16–50 percent of women face violence in their 
lifetime (Khan et al., 2000). In patriarchal societies, particularly those 
in South-Asian countries, the situation is much worse where violence 
against women is an accepted norm to “control” women. In countries 
like Bangladesh, the problems are compounded by extreme poverty, 
* An earlier version of this chapter was published as: Khan ME, Aeron A. 2006. “Prevalence, nature, 
and determinants of violence against married women in Bangladesh,” Journal of Family Welfare 
52(Special Issue): 33–51.
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illiteracy and early marriage (Ahmed  2005; Schuler et al., 1996). It 
is very difficult to respond effectively to gender-based violence (GBV) 
because domestic violence is treated as a normal part of married life 
by both men and women (WHO, 2005). For programmatic interven-
tions to address this culturally deep-rooted problem, detailed and reli-
able information on prevalence, nature and causes of gender violence 
in the given context is critically important. The WHO multicountry 
study has demonstrated how the prevalence of gender-based violence 
is associated with women’s physical, mental, sexual and reproductive 
health (WHO, 2005). This chapter builds on the findings to under-
stand the dynamics of gender-based violence in Bangladesh by draw-
ing largely from qualitative in-depth analysis.
Data
The study was conducted in four districts of Bangladesh: Tangail, 
Mymensing, Gazipur, and Slum. Both qualitative and quantitative 
techniques were used to collect the data. In-depth interviews of 
136 ever-married women and 3900 interviews of randomly selected 
married women were conducted. In addition, 72 in-depth interviews 
of ever-married men and 600 interviews of men, 467 of whom were 
husbands of the women interviewed in the sample survey, were also 
conducted to get men’s view on gender-based violence.
The qualitative data collection was spread over one and a half years 
by 4 female and 2 male research assistants (RAs), all holding a master’s 
degree either in sociology or psychology. The RAs were given extensive 
training in qualitative data collection as well as research ethics. They 
were also trained in counseling and case management. 
An interview guideline was developed to help the RAs collect 
qualitative data, while a detailed structured interview schedule was 
used to collect survey data. For each in-depth interview, on average 3 
sittings of about one and a half hours each were required to collect rel-
evant information. Thus, the researchers spent around 4–5 hours with 
each informant. In the sample survey, a systematic random sampling 
procedure was used to select the women for interviews. The present 
chapter is based largely on the in-depth interviews of women, but, 
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wherever possible, findings have been complemented by observations 
made from other data sets mentioned above. 
Prevalence
Violence in the lives of married women begins on the first night of 
their marriage. Almost all informants from the in-depth study report-
ed sex against their will on the first night. Thereafter they faced vari-
ous forms of violence throughout their married life. Many women in 
the survey (80 percent) as well as in in-depth interviews (71 percent) 
reported being abused physically, emotionally, mentally or sexually. 
Whether physical (slapping, hitting, beating with sticks, pushing or 
pulling hair, punching, depriving them of food or clothing), sexual 
(forcing sex physically or through threats and persuasion) or emotion-
al (insulting them and their parents, forcing sex, scolding, criticizing, 
restricting their movement, etc.), violence was a regular feature in 
their lives. This was supported by both the survey and the qualitative 
case studies (see Table 9.1).
TABLE 9.1 Prevalence of violence by husband as reported by women 
and men in survey and in the in-depth interviews of women
  Case 
 Survey data  studies ever
 Ever done (%) Last year (%) done (%)**
Nature of violence Women Men Women Men Women (N)
Insults and make you feel bad about  
yourself? 61 * 45 * 51 (69)
Humiliated you in front of others? 26 46 20 28 55 (75)
Does things to scare you on purpose? 72 5 60 3 56 (76)
Slapped you or threw something at 
you to hurt you? 60 56 29 23 54 (73)
Pushed you or shoved you? 30 33 16 14 40 (54)
Hit you with his fist or with something 
else that could hurt you? 21 * 10 * 40 (54)
Kicked you, dragged you or beat you up? 19 * 9 * 37 (50)
Physically force you to have sex? 61 45 46 28 60 (82)
Did you ever have sex when you did 
not want because you were afraid of 
what he might do? 56 * 43 * 57 (76)
Total 3900 600 3900 600 136
* Not asked  ** Number of informants in parentheses.
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Though Table 9.1 shows variation in the reported occurrence of var-
ious forms of violence from the survey data and case studies, neverthe-
less reporting of violence by women is quite high. Examination of the 
data indicates that the less severe forms of violence are reported more 
readily in a survey, compared to in-depth interviews. A comparison of 
male and female responses collected through the sample survey shows 
that a lower percentage of males reported violence (60 percent) than 
women (80 percent) as shown in Table 9.2. Further, men report primar-
ily that form of violence which they perceive as approved by the patri-
archal norm of society to “control” women (e.g. scolding, slapping or 
forced sex if wives refuse to submit), rather than serious acts of violence 
(e.g. severe beating, doing things on purpose to scare them). Another 
study conducted in North India showed a significant proportion of men 
feel it is acceptable to inflict some form of physical and sexual violence 
on their partners (Koenig et al., 2006). It is, however, possible that some 
of the acts which were perceived by women as violent (e.g., “scaring on 
purpose”) may not be perceived by men similarly. Passive acceptance of 
sex by wives, or acceptance of sex under the fear of husbands’ reaction, 
may not be known by the husbands, since refusal is not communicated 
to them out of fear. Such acceptance, however, could have been the 
result of previous behaviors of their husbands in the case of refusal.
Nature of violence
The in-depth interviews provided a more detailed picture of the 
nature of violence faced by women. The informants reported the ways 
in which violence was inflicted upon them, which summed up to 48 
different ways, clustering around seven broad categories as shown in 
Table 9.3.
TABLE 9.2 Percentage of informants/respondents reporting 




Last year 67 36
Case studies 71 0
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Criticizing in various ways
The informants reported that they were criticized mainly for house-
hold work, like cooking, taking care of the children, arranging the 
house and bringing small dowries and so on. Since women have 
many responsibilities, it becomes difficult for them to do all the work 
expected of them efficiently. This provokes husbands and mothers-in-
law to criticize them. Highlighting this, one informant said:
TABLE 9.3 Nature of violence reported by informants (N=134)*
Nature of violence  Types of 
(Broad and more frequently reported category)  responses obtained Percentage
Criticizing in different ways 4 
 Husband   32
 In-laws  18
Neglecting her in different ways 11 
 Primary needs  17
 Care during sickness  10
 Care during pregnancy  9
Mental abuse–sexual issues 7 
 Forced sex  31
 Forced sex during pregnancy/soon after delivery   11
 Husband has extramarital relationship   7
Mental abuse–other issues 9 
 Using foul language or scolding   63
 Slang used for wife’s parents  18
 Stop talking   35
 Hurting self-esteem   13
Threatening her in various ways 5 
 Send her back to parents’ home  16
 Marry another woman  13
Restriction on movement  7 
 Restricted from going outside  14
 Not allowed to visit parents’ family  13
Beating 5 
 Slapping  42
 Severe beating (punching, kicking, hitting with objects)  18
Total 48 134
*Note: For two informants such detailed data was not available.
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My husband often criticizes me for my work. He says that 
I do nothing but cooking all day long. He does not want to 
understand that cooking is not an easy task. It demands many 
things. Besides, I have to do a lot of other work –cleaning house, 
looking after children, washing clothes…. but he does not count 
these work.
Another informant reported that her husband’s criticism was 
accompanied by comparison with others such as her mother-in-law:
Go and learn from Rehana (neighbor) how to maintain the 
house.” Commonly, comparison is made with a mother-in-law. 
“He angrily said, ‘What have you cooked today? It has no taste. 
Anything that my mother cooks is so tasty. Why don’t you learn 
it from her?
According to the informants, simple criticism does not hurt them 
as much as when they are compared with others as a way of criticizing 
their work or behavior. 17 out of 134 informants reported being criti-
cized by their husbands or in-laws for bringing small dowries: 
Kalam’s wife brought so much dowry that he does not have place 
in home to keep them.
Other forms of criticism, including their physical looks and not 
earning money, were also reported by a few women.
Neglecting her in different ways
Neglecting the wife’s basic necessities such as food, clothes, oil, soap 
etc., was a common complaint reported by around a fourth of the in-
formants. Such neglect occurs both because of poverty and, at times, 
as a punishment. Neglecting one’s wife during sickness and pregnan-
cy was reported by 12–13 percent of informants, respectively. Wom-
en felt neglected when their husbands gave preference to or sided 
with their own family members (mother/sisters) against them. Other 
ways of neglecting one’s wife, which were reported less frequently, 
were spending more time outside home and giving little time to wife 
and children.
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Mental abuse–sexual issues
Many studies around the world show that sexual violence by a spouse is a 
common phenomenon (Khan et al., 2002; Khan et al., 2004; Koenig et 
al., 2006; WHO, 2005). In the present study also, both men and wom-
en reported forced sex as the most common form of violence against 
women. The survey data revealed that 61 percent of the women had ever 
experienced forced sex and 46 percent during the last year. Forty-five 
percent of the men also confessed to forcing their wives to have sex when 
they were not interested. In-depth interviews revealed 15 percent had ex-
perienced forced sex during pregnancy and the early postpartum period. 
According to the informants, forced sex occurs when sex happened at a 
time when it is desired only by the husband and not by the wife. Such 
forced sex does not mean only physically forced intercourse. Informants 
reported various methods that men use to force their wives into sex. 
These include persuasion, scolding, threatening to divorce, remarrying 
and sending her back to her parents’ home, threatening to slap or beat 
her, slapping, severe beating, or other emotional blackmail like sleeping 
on the other side of the bed, not looking at the wife and most common-
ly, not talking to her. These pressures undermine a wife’s ability to refuse 
sex. Some men even give religious excuses to their wives telling them that 
God would punish them if they didn’t fulfill this prime duty of a wife. 
One informant explained how her husband forces her to have sex: 
He always forces me to have sex. In spite of persuasion, if he fails 
to have sex, that time he beats me, pinches into thigh. Recently 
when I refused sex to him, he became angry and asked, ‘Are you 
having affair with anyone in my absence?’
Forced sex, particularly physically forced sex, not only damag-
es women’s self-esteem but sometimes also causes internal injuries. 
At least 2 such cases were reported by the informants. Though less 
frequent, incidence of forced oral sex was also reported. As one of the 
informants said: 
It is disgusting when he forces me for oral sex. He forcefully 
enters his private part in my mouth to put in semen. If I refuse 
or vomit after that, he beats me. Is there a reason to live after 
such humiliation?
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In Bangladesh, extramarital sex among men is not uncommon 
and is a form of serious mental abuse of wives. Although most wom-
en denied that their husbands go out for sex, at least 10 percent of 
the women informants reported mental abuse due to their husbands’ 
extramarital sex. A typical reflection of their feeling about such a rela-
tionship was, “This makes me feel worthless.”
However, there were a few exceptions. Despite the physical pain 
and discomfort due to forced sex, a few informants felt happy as it 
satisfied their husbands. There were still others (2 young informants) 
who enjoyed it either because they enjoy the fantasy of being raped, or 
because it convinced them that their husbands love them a lot.
Mental abuse–other issues
Mental or emotional abuse is the most pervasive form of violence 
faced by women. Besides criticism, neglect and sexually perpetrated 
emotional blackmailing, women reported a range of ways they were 
mentally abused by their husbands. A study of domestic violence in 
Bangladesh and another in rural Gujarat both reflected higher prev-
alence of verbal and psychological abuse than physical abuse (Bhuiya 
et al., 2003; Nair et al., 2003). About 85 percent of the women in 
the present study reported regular scolding by their husbands. Such 
scolding was often accompanied by abusive language. As scolding by a 
husband is common and frequent, it does not disturb wives as much 
as when the husbands use derogatory words regarding their parents. 
About one fourth of the informants reported abusive language regard-
ing their parents, which according to them was very hurtful; as one of 
the informants said: 
When my husband uses foul language for my parents, I feel so 
much depressed. It hurts me more than beating.
Another frequently mentioned (47 percent) cause of mental ha-
rassment was husbands’ not talking to their wives when they get angry 
at them. This may be due to refusal of sex, not taking proper care of 
the children, not doing household work properly, not responding or 
not obeying them or using foul language. The duration of not talking 
runs into days and in some cases even into weeks and months: 
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Often when my husband gets angry with me, he stops talking 
to me. During those days he becomes very angry even on small 
issues or inconvenience.  I have to make a lot of efforts to make 
him normal.
Women also tend to stop talking to their husbands when they are 
angry at them, but this does not have the same effect on their hus-
bands. As one of the informants reported: 
Sometimes when I am angry, I also stop talking with him but it 
does not make much difference to him. He knows that I have to 
talk with him under compulsion. This makes me inferior to him 
and he punishes me too. I feel so depressed…
Some informants felt that their husbands hurt their self-esteem 
by not accompanying them outside to the market/family functions, 
making fun of them in front of others, blaming them for everything 
that goes wrong or pointing out their weakness or inability to do 
something. As one of the informants puts it: 
Most of the time my husband scolds me on issues related with 
my son. He tells that I cannot take care of my son’s education or 
teach him, as I am not well educated. When he frequently points 
out my limitations it makes me feel worthless in my own eyes.
Threat of adverse consequences
The survey shows that men often threaten their wives to get what 
they want, whether it is sex, a dowry or household work. Such threats 
restrict women’s autonomy and make them submissive to their hus-
bands. Twenty-one percent of the women reported that they were 
consistently threatened with being sent back to their parents’ home. 
Another 17 percent reported receiving threats of divorce or threats 
from their husbands of marrying another woman. Since divorce, 
second marriages, and extramarital sex are not uncommon among 
husbands in the community, such threats are taken seriously. It was 
commonly seen that when wives refuse sex, their husbands threatened 
them by saying they may go to some other woman or sex worker: 
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 As you have not allowed sex to me, I may go outside. Then you 
should not quarrel with me. If I get some disease, you will also 
get affected. But then you should not blame me.
The informant revealed that the fear of her husband going to 
another woman and getting a disease makes her agree to sex. 
Restriction on wife’s movement
Out of 134 informants, 19 percent reported not being allowed to 
go out of the home. These restrictions include not allowing visits to 
neighbors, market or friends, enforced either by husbands or in-laws. 
A typical quote narrating the restrictions imposed by husband or in-
laws is: 
He does not allow me to go outside, not even neighbor’s house or 
market. He says social environment is not good. He also says, “If 
you want to stay with me then stay at home. I do not want to 
see you going out of home.
Seventeen percent of informants reported that at times their hus-
bands restrict them from visiting their parents’ home. 
Sometimes, restrictions on visits to parents’ home are imposed to 
extract additional dowry, cash or gifts or loan. However, analysis of 
the information provided by the informants revealed that the inten-
tion for such restriction is not always to punish or abuse the wife. It 
stems from other reasons also such as interruption of children’s educa-
tion and difficulty in doing household chores:
He says, ‘if you go now, then it will hamper children’s education. 
How will household work and cooking of food be managed?
There may also be concerns for the costs involved in such visits 
such as transportation, gifts, etc. Other common restrictions imposed 
on a wife are not allowing her to talk to other men in the family or 
neighborhood or guests, and not allowing her to go out without parda 
(veiling the face). Studies on masculinity and violence report such 
mistreatments as “controlling behaviors” that are commonly experi-
enced by women in India also.
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Beating
This category includes all forms of physical violence such as slapping, 
mild beating or severe beating, beating during pregnancy, throwing 
things at the wife, pulling hair, pushing out of home, or other ways 
of injuring her body. Slapping, the most common form of physical 
violence, was reported by 54 percent of the informants. Severe beating, 
which includes punching, kicking, hitting with objects (mainly wood-
en or bamboo sticks), was reported by 24 percent of the informants. 
Another 9 percent reported pulling of hair and being pushed out of 
home. Twenty percent of respondents reported severe beating causing 
pain, injuries such as cuts, swelling, breaking of bones, pregnancy 
complications, etc., disrupting their normal work. In approximately 50 
percent of such cases of severe beating, husbands themselves provided 
the immediate medical attention. They did this either by getting the 
medicine, rubbing it on the affected area or taking wives to the doctor 
for treatment. In about one fourth of the cases, wives’ own parents, 
neighbors or in one case in-laws provided medical attention. In the 
remaining one-fourth of cases, no treatment was reported. 
Almost all informants reported either feeling bad or sad after 
being beaten or slapped. Around 15 percent reported that they would 
stop talking/eating or cooking after such violent acts; while around 
9 percent felt like committing suicide. A fourth would get angry and 
feel like leaving their husband. Around a tenth also said that they do 
not get upset since it is their husband’s right to beat them. 
Out of the 77 women who reported experiencing physical vio-
lence, 15 percent expressed a desire to commit suicide, but said that 
concern for their children discouraged them from taking such an ex-
treme step. In case of the WHO multi country study, in Bangladesh, 
such desire was reported by 15 to 20 percent of the ever-abused wom-
en (WHO, 2005). This study also shows that though a quarter of the 
informants felt angry and frustrated, and few felt a desire to aggres-
sively react, they could not do anything because of lack of social and 
economic support. The reaction and strong feelings of helplessness 
of women after being subjected to various forms of violence could be 
judged by some of the typical quotes given in Box 9.1.
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What Causes Violence?
The study indicated that violence is triggered by a variety of causes 
that can be as trivial as delay in cooking or as serious as extramarital 
sex. In most cases minor family issues trigger the conflict, indicating 
that the real cause is gender inequality. Analysis of the informants’ 
responses indicates that the triggering factors could be classified into 
eight broad categories as given in Table 9.4. 
Not meeting husband’s expectations
The most widely reported cause of conflict is not meeting the hus-
band’s expectations in managing the household. The case studies 
repeatedly show that violence is triggered when cooking is not done in 
time or if the cooked food does not taste good. The reported violence 
in such situations includes scolding, slapping or beating, throwing 
the cooking pot outside, stop talking, leaving the food, etc. As one 
informant narrated: 
Any delay in cooking makes him very angry. Often he refuses 
to take food if it is not served in time and then he stops talking 
with me for several days.
Usually, the immediate response to delay in cooking is scolding. 
However, if wife tries to give an excuse or answers back, it invokes a 
more violent reaction from the husband such as slapping or beating. 
In one such conflict, the husband was quoted:
BOX 9.1   Feelings of women after being subjected to violence
•	 “Sometimes when he 
beats me, I cry for a 
long time and start 
thinking that I should 
leave him. But after 
sometime when I get 
calm, I think that it is 
impossible for me to 
leave him because he is 
my husband.”
•	 “I often think that if I die, 
I would be free from this 
torture.  But If I commit sui-
cide, what will happen to my 
children?  A woman leaves her 
parents only for her husband. 
But if this husband is not a 
good person, there is no value 
of her life. I can only cry and 
cannot do anything else.”
•	 “Every time he forc-
es sex on me I feel 
sad and worthless. 
What I can mention 
about the pain and 
damage I receive 
in my internal part 
due to forced sex 
particularly during 
MC.” 
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TABLE 9.4 Common causes of violence
Causes of conflict  Percentage
Wife does not meet husband’s expectations in managing household 
 Any issue related to cooking whether a delay in cooking or its taste  100
 Children not properly cared for  100
 Home is not properly arranged  13
 Not taking care of domestic animal 2
Wife deviates from her expected role pattern 
 Absence from home on husband’s return/does not give full attention 
   on his arrival 15
 Wife disobeys/disagrees with husband 37
 Forgets work told by husband 21
 Wife quarrels with neighbors  2
 Wife talks to other male person 10
 Husband buys something for wife which she does not like  2
Poverty and other financial issues 
 Poverty leading to quarrel 46
 Wife criticizes husband for being unemployed/not working hard 18
 Spend money where it is not necessary (husband/wife) 10
 Wife asserts for playing role in financial matters 5
Dowry demand 
 Husband demands more dowry/gifts/loans 11
In-laws 
 In-laws create issues that cause problems between spouses 19
 Wife disobeys in-laws 5
 Husband gives preference to his own family/mother 7
 Husband or wife makes a bad comment about in-laws 3
 Wife does not like to spend on in-laws 3
Sexual relationship 
 Refusal of sex by wife  60
 Husband’s extramarital relationship/wife suspects husband 54
 Wife’s extramarital relationship/husband suspects wife 12
 Refusal of sex by husband/sexual dissatisfaction of wife 4
 Conflicts on family size  4
 Husband has another wife 4
Husband’s nature/bad habits 
 Husband has bad habits of drinking and gambling 22
 Hot temper 7
 Husband is not helpful in household chores/takes care of wife during sickness 4
 Husband does not spend much time in home 7
 Husband does something without informing his wife  3
 Not meeting wife’s demands 8
Other causes
 Childlessness/blaming each other for not having child 4
 Having only girl child 2
 Husband and wife’s temperament 8
 Husband restricts wife’s movement 8
Total  136
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You are giving me an argument! How dare you?” After that he 
slapped me.” Another informant said, “In my case my husband 
always wants to see the house properly arranged, the children are 
clean dressed, and on time for lunch and dinner. If the situation 
differs from this then my husband starts quarreling with me.
Deviating from expected role
Both men and women in Bangladesh strongly believe and practice 
the division in gender roles. Men are expected to be the breadwinners 
and the head of the family, while women are expected to do house-
hold work, serve the family, take care of husbands and children, and 
get permission from their husbands for doing anything different than 
their expected role, such as going to the market. Evidence from the 
case studies suggests that women are at risk of violence if they do not 
conform to their expected roles. As brought out by an informant:
If I say something angrily with a loud voice to him, he says to me, 
“Why are you shouting?” Then (using slang, Magi) he said, “Wom-
en have to speak in low voice. It looks odd that people around you 
can hear everything you say.” He also slapped me for this.
Husbands do not like when they come back home from work and 
their wives do not serve them water, food, and other things immedi-
ately, or worse, if they are not at home. In such situations, conflicts 
and at times physical violence is common. The following quote from 
an informant is revealing:
HUSBAND – “I have returned home after hard work. I want you 
to sit beside me and serve food and water. Why don’t you do it?”
WIFE –“Can’t you see I am busy with the child?”
HUSBAND – “Is it not more important to serve me food than do 
other work?” 
Physical violence is widely reported when a wife forgets to do the 
work given by husband, disagrees with her husband, or doesn’t listen 
to him. As reported by one of the informants: 
 If I do not carry out his work, such as washing his clothes or 
delay in doing some work that he has asked, he gets angry and 
stops talking with me.
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There is also evidence of violence if the wife expresses her dislike 
for anything that he has purchased for her. Often this happens in the 
case of buying cloth. As reported by one informant: 
One day my husband bought a saaree for me but I did not like 
it. I told him to return it to the shop. I kept another saaree from 
the hawker instead of keeping the first one. At this my husband 
became very angry and slapped me at my face. When I protest-
ed, he got angrier, and beat me so severely with a bamboo stick, 
that I could not walk for few days.”
Clearly, the rejection of a saaree by the wife must have hurt the 
husband’s ego, and he expressed his reaction in the form of violence.
Poverty and other financial issues
Some studies around the world report poverty as a risk factor for vio-
lence against women, especially in countries like India and Bangladesh 
(IGWG/CHANGE, 2002; Kishor and Johnston, 2004). In our study 
violence was commonly found in households where, because of poverty 
or lack of earning, husbands are unable to meet their family’s essential 
requirements. In such cases, small issues lead to big conflicts. Husbands 
become angry if their wives ask for money to meet essential household 
expenses. Often husbands’ anger reflects frustration at not meeting their 
expected responsibility as bread winners. Similar reactions are seen if 
wives question husbands’ earnings and expenditures outside the home. 
This perhaps makes them feel that their authority is being questioned. 
Reactions are more violent if the wife complains about poverty or asks 
the husband to increase earning. To quote one informant: 
My husband does not have regular work. If I tell him to exert 
more, and look for work, he becomes very angry. One day he 
shouted, “Do I have to learn from you how to earn money? I 
know this much better than you.” Such discussion often leads to 
conflict and ends up in beating.
Besides poverty, if wives try to get involved in the family’s fi-
nancial issues such as remind husbands of a loan repayment, or take 
a loan without permission, refuse to give their earned money to 
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husband, or object to a payment to in-laws—this generally leads to 
conflict. Physical violence was reported in 2 cases where women asked 
their husbands to give back the money that their parents had loaned 
them for some specific purposes.
Dowry demand
Demand for dowries even several years after marriage was commonly 
reported by 11 (15 percent) informants as triggering violence. In the 
words of an informant:
Dowry is the main issue of which most of the women around us 
fall victim. If the parents cannot give enough dowries, women 
have to face a lot of problem. Some of the husbands threaten 
their wives to send them back to their parents’ home, some scold 
them, criticize them, or threaten them to marry again with 
other women who would offer a lot of dowry.
Instigation from in-laws
In-laws can have a major role in causing, perpetuating and even pro-
voking violence. In 42 out of 135 cases, the informants report being 
beaten by their husbands at some point in their married life due to 
instigation by mothers-in-law. In 10 cases, a mother-in-law was directly 
involved in beating. To quote an informant:
My mother-in-law complains about me to my husband. She 
said to my husband… My husband listened to his mother and 
to make her happy he beats me. Mostly, he beats me with bam-
boo stick, or kicks me, punches me.
Absence of mother in-law was cited as a cause of decline in fre-
quency of violence. As an informant said: 
If I quarrel with my husband, he may still beat me or give a 
slap, but the frequency and nature of violence is much less than 
when we lived in a joint family with my mother-in-law. There 
my mother-in-law had a lot of influence on my husband and 
she used to instigate him to beat me.
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A study on domestic violence in Bangladesh recognized that the 
patrilocal system, which requires the bride to move in to her in-laws’ 
house, “makes the situation worse” for her (Ahmed, 2005).
Sexual relationship
One of the most widely reported factors that trigger violence is refusal 
of sex by the wife. It is considered as a deviation from the behavior 
expected of wives, and taken as a challenge to the authority of husband 
over his wife’s body. As earlier discussed, men use different ways to pur-
sue and pressure their wives to agree and submit to them sexually when 
they refuse or express no desire for sex. As reported by one informant: 
He at first tried to persuade me, then threatened me that he would 
marry again. Even after that if I did not want to have sex, then he 
physically pinned me down on the bed and did what he wanted.
If sex does not occur after refusal, other forms of violence follow, 
such as scolding, abusing, beating, expressing annoyance, and neglect 
in different forms like stopping talking for a few days: 
If I refuse sex to my husband, he stops talking to me. The dura-
tion of not talking ranges from 2 days to 2 months. During this 
period, even if I express my desire for sex, he does not do it.
Some other types of violence, which relate to the reproductive 
relationship, include forcing their wives to abort pregnancy when they 
wanted to keep the pregnancy or not allowing abortion when they 
wanted to abort it. In some other cases, women who wanted to use 
contraceptives were denied permission. Mostly, husbands’ rule pre-
vails but if the wife does not agree, violence is a consequence of such 
disobedience. For instance one informant said: 
During my last pregnancy, he told me to get menstrual regulation 
done, but I did not agree with him. He stopped talking with me 
for 7 months.
Similarly, many women are not able to negotiate the use of con-
doms with their husbands. Assertive requests in this regard may put 
them at risk of violence. One informant narrated: 
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One day I bought condom and gave it to him. But after seeing 
condom he became very angry and beat me. He said, “From 
where have you got the courage to buy condom for me? You 
know that I never use it.”
This was a case where the wife wanted the use of a condom to 
protect herself from sexually transmitted diseases since her husband 
was a regular visitor to sex workers. Another important factor trigger-
ing violence is men’s extramarital relationships. This was reported in 
12 cases. Having known or suspecting that their husbands are having 
affairs with other women, they could not stop commenting on it or 
expressing their unhappiness. That mostly led to conflict and ended 
up in beating. As one informant said: 
During the last three years when he had a relationship with 
another woman, he misbehaved with me all the time. He used 
to slap, punch and hit me, even at small issues... Now that he 
has left that woman, he is better behaved.
If husbands suspect their wives are having extramarital relation-
ships, the consequences were much worse, from mental and physical 
harassment to murder. One informant mentioned her neighbor’s 
husband throwing acid on his wife, and another woman reported the 
killing of her pregnant neighbor where her husband suspected that 
someone else was responsible for that pregnancy. In the case studies, 
six murders of women were reported. In all but one case, where dowry 
was the reason, an extramarital relationship by one partner was the 
cause of murder. 
Another cause of conflict, although reported by only 7 of the 134 
informants, was their sexual dissatisfaction, which manifested either 
in her refusal of sex, or being irritable, thereby making her vulnerable 
to violence. As explained by an informant: 
As he cannot satisfy me sexually, I always remain irritated and 
quarrel with him. At times I intentionally hurt him and that 
leads to serious conflict.
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Drug/alcohol addiction and husband’s nature
Addiction to alcohol, drugs, or gambling is another common cause 
of violence and was frequently mentioned by the informants. Often 
the examples given by the informants were from their observations 
of neighbors or other families in their village. Some husbands have 
a habit of beating their wives. They seem to deliberately search for a 
cause to beat them. As reported by one informant:
As my husband has a habit of creating quarrel with me all the 
time, so he starts it without any cause. My husband beating me 
is a regular practice. I never understand why he does that.
Justification of Violence
In the survey, men justified their behavior on various grounds. Their 
reasons, as given in Table 9.5, clearly indicate men feel that violence 
is considered justified when women fail to meet their expectations, or 
deviate from their expected role pattern. One of the key expectations 
from women is to obey her husband and not argue with him. Any de-
viation from this invites scolding, and possibly beating from husband. 
Other punishable “crimes” include neglect of child and household 
work, and obtaining an abortion without asking the husband. Quotes 
from the male case studies given in Box 9.2 further reinforce the 
above observation.
TABLE 9.5 Reasons why men feel violence is justified (percentage)
Reasons Beating Scolding Either
Neglects child 20 39 59
Neglects food preparation 15 36 51
Argues with husband 39 44 84
Does not obey husband 59 41 100
Insists on using condom 4 10 14
Refuses sex with husband 15 16 31
Uses contraception without asking husband 11 21 32
Undergoes abortion without asking husband 44 45 89
Is seen with another man 34 16 15
Total  600 600 600
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In Bangladesh, as in other patriarchal societies, domestic violence 
is frequently used as a mechanism to control women (Bhuiya et al., 
2003; Koenig et al., 2006; Nair et al., 2003; ICRW 2002; IGWG/
CHANGE, 2002; WHO, 2005). Such a norm not only perpetuates 
violence, but conditions women to accept it as a part of their life. This 
is well reflected in the present study. In the survey, 80 percent of the 
women and 93 percent of the men accepted that a husband is well 
within his rights to beat his wife if she does not obey him.
Sunita Kishor, who presented data from six countries includ-
ing India and Bangladesh, explained that men and women in such 
societies have been socialized to accept GBV as “normative” (IGWG/ 
CHANGE, 2002). Since men in Bangladesh have grown up seeing 
such violence in their homes, they do not feel that they are doing 
anything against the norm (Bhuiya et al., 2003). A similar observation 
was reported from Uttaranchal, India, where 98 percent of young men 
aged 18 years or below supported violence to control women who 
show disrespect to husband or have suspected behavior. They justified 
it as their fathers also do the same (Khan et al., 2005).
Women too have accepted the subordinate role assigned to them. 
About 99 percent of the women in the in-depth interviews believed 
that some violence is normal in married life. However, the extent to 
which they accept violence differs. Their views ranged from those who 
believed that violence in all forms and intensity is justified, to those 
who believed that any form of violence on the part of the husband is 
BOX 9.2   Some typical justifications given by men for violence 
against women
•	 “Women are expected to do many 
works in family. If they neglect it, 
or do not do it properly, then in 
such cases scolding or a slap or two 
is normal.”
•	 “I do not like beating wife. But if 
she goes on disobeying me what 
can I do? She must understand 
that obeying her husband is her 
religious duty.”
•	 “If my wife refuses me for sex, I have the 
right to beat her. However before beating 
or having forced sex, I try to persuade her. 
What is in it for men to marry women and 
bear all their expenses if they do not have the 
right to have sex as and when they want.”
•	 “If I ever find out that my wife has an extra 
marital relationship, I will kill her. But it is 
normal for a man to go to other women and 
all wives know it.”
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totally unjustified. Table 9.6 demonstrates the acceptance of violence 
reflected in the cultural ethos of Bangladesh, where the elevated status 
of the husband makes violence acceptable. The remarks of women 
justifying violence as a man’s right in Box 9.3 clearly support this. A 
study in rural Gujarat also shows that women justify violence in the 
name of “disciplining” wives (Nair et al., 2003). A majority of the 
women accept violence up to a certain limit. Only when the slapping 
or beating becomes frequent do they disapprove. Again, the definition 
of “frequent” varied. Some considered beating “normal,” if it is once a 
week while others accept it when it is once or twice a year.
Still others accept GBV as long as it does not happen every day. It 
was also noticed that women prefer being slapped behind closed doors 
than scolded, which can be heard by people. A typical explanation for 
this was:
Scolding or abusing could be heard by neighbor, and can spoil 
the reputation of the family. But if husband slaps, then no one 
can know about it.
TABLE 9.6 Nature of violence women consider as 
normal/justified
Form of violence Percentage
Husband and wife quarreling 54
Husband’s scolding 63
Slapping, if wife makes a mistake 20
Slapping, if not done frequently 47
Beating, if not frequent 15
Total  134
BOX 9.3   Women justifying violence
•	 “Almighty, who has created men 
and women, has also made male 
stronger and women week. So 
it is rule of Allah, that women 
will live under men. In such a 
situation, scolding or slapping by 
men should not be considered as 
violence.”
•	 “If I delay in serving breakfast, causing 
him delay in reaching office, then 
certainly he will slap me for this and he 
is justified for that…”
•	 “If sometimes husband slaps his wife on 
mistake, then there is nothing wrong 
with it. It will help to rectify me.”  
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While women are conditioned by the society to accept some 
amount of violence as a part of normal married life, they often feel sad, 
frustrated, and angry after being scolded, insulted, or beaten. The accep-
tance of violence as a way of married life may be a coping mechanism to 
reduce the intensity of the conflict, and a process of consolation, as they 
do not have any other option. This was well put by an informant:
Some women consider violence like scolding, beating as a nor-
mal part of married life, because they do not have any choice. If 
a woman is working, she will not take violence as normal. If a 
woman has no other way, she takes it, but not willingly.
Staying in Abusive Relationships
The patriarchal social structure supporting gender inequality acts 
as a barrier to women’s ability to retaliate or take action against the 
violence perpetrated by their husbands. This could be judged by the 
fact that in 136 in-depth interviews of women, only 42 (31 percent) 
were in favor of taking action against men who mistreat their wives. 
Among the rest, 35 (26 percent) women did not support any action 
against a husband whereas in the remaining 58 (43 percent) cases, 
women did not express a definite opinion on this issue. When this 
question was asked again directly, “Would you like to take action 
against your husband for his mistreatment?” most (113, 83 percent) 
answered in the negative. Only 15 (11 percent) said that they would 
take action, if required.
The remaining 10 women were not certain and could not answer. 
Further analysis shows that an attitude of non-action was embedded 
in their firm belief that nothing could be done against their husband, 
as they have powerful support of society including many family 
members and, in the end, women will suffer. Women also draw some 
consolation from their religious belief that the husband is superior to 
his wife and it is a “sin” to disobey or retaliate against one’s husband, 
and that wives will be rewarded by God if they tolerate mistreatment. 
Expressing these beliefs, many informants mentioned that: 
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If a woman dies by severe beating of her husband, she will go to 
heaven. Otherwise, if she retaliates, she will go to hell.
 Some other sayings, which were frequently mentioned by infor-
mants, include: 
“Heaven is under the feet of the husband” and “The part of the 
body which husband beats goes to heaven.”
None of these beliefs are really supported by religion (Islam) but, 
to reinforce the gender inequality, religion is misquoted. Interestingly, 
the original saying from The Quran is: “Heaven is under the feet of 
the mother,” which has been changed in favor of husband.
Table 9.7 presents the view of informants regarding why wom-
en stay in abusive relationship with their husbands. Their responses 
clearly indicate their helplessness, economic dependence, concern for 
losing children, and lack of legal support. These are similar to the rea-
sons cited by women in other studies conducted in India, Bangladesh, 
and other patriarchal societies (Bhuiya et al., 2003; Nair et al., 2003; 
WHO, 2005). As a woman put it:
As a woman I have to tolerate all his mistreatment, otherwise I 
would have been born as a male.




Acceptable level of violence  37
Religious reasons 13
Hope for change 15
Concern for husband’s family name 14
Concern for children/fear of losing children/family 12
Fear of violent reaction or divorce 12
Economic dependence 17
Lack of support (legal, family, /education) 9
Socially not supported  3
Others 3
Total  112
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Coping Mechanisms—Ways to Avoid Violence
Almost all (98 percent) of the informants felt that the best way to pre-
vent violence is to remain silent and not to argue with husband, while 
a few 18 (13 percent) suggested avoiding facing one’s husband. It was 
repeatedly noted in the study that conflicts lead to physical violence 
when women argue or answer back. Thus one informant remarked:
If a woman argues with husband, it creates more problems for 
her. In all such cases, husbands become angrier and beat their 
wives. Avoiding argument is the best strategy.
Another informant said: 
As soon as he gets angry, I accept my mistake (even if I have not 
done it) and tell him, “Yes this is my mistake. Please forgive me. 
I shall never do any mistake again.” My experience is that it 
always helps and he becomes cool.
All the informant remarks above indicate that in rural Bangladesh 
and in many other South Asian countries subordination and submis-
siveness are still the only way to avoid violence. Some women, who 
reported not being subject to any mistreatment during their married 
life, attributed it to their complete subordination:
He does not get angry with me because I do everything he wants.
Does Violence Increase during Pregnancy?
Available literature (Panos Briefing, 1998; Population Information 
Program (JHU), 1999; WHO, 2005) on gender-based violence shows 
considerable maternal death and pregnancy complications due to 
violence committed by partners or husbands during pregnancy. The 
present study attempted to compare the instances of certain com-
mon forms of violence occurring in normal circumstances with those 
occurring during pregnancy in 5 years preceding the interview. Out 
of 136 informants, 127 had experienced pregnancy during the pre-
ceding 5 years. Figure 9.1 indicates the remarkable difference between 
violence faced during normal period and during pregnancy.
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The study shows that instances of violence were much lower during 
pregnancy than during normal days. Out of 32 women who were 
subjected to beating in the last 5 years, only 7 reported being beaten 
during pregnancy. This finding contradicts the general belief that the 
incidence of violence increases during pregnancy. Explaining reasons for 
such a “change of heart” by husbands during pregnancy, a woman said: 
During my pregnancy period he had never beaten me, and 
scolding was also less frequent. I think at that time his affection 
for me increased a bit. Maybe he thought that since I was sick at 
that time he did not misbehave with me. But soon after delivery 
he returned to his original behavior.
Most informants reported that their husbands took care of them 
during pregnancy and were less demanding for some work such as 
massaging their body and bringing water. Some informants reported 
sharing of household work and taking wife to health center during her 
pregnancy. As indicated earlier, out of 127 women who were pregnant 
during the last five years, only 15 (12 percent) reported that their 
FIGURE 9.1 Comparison between occurrence of violence in normal 
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husbands neglected them or did not take care of them during preg-
nancy. The WHO multicountry study also showed a lower incidence 
of violence during pregnancy as compared to normal times in most 
of the seven countries covered in the study. According to the report, 
perhaps this is because violence during pregnancy is less accepted than 
in a normal situation.
This finding needs further enquiry. One possible explanation of 
the reported maternal death and complications due to violence during 
pregnancy could be because of the vulnerable condition of women 
during pregnancy where any physical violence could lead to serious 
consequences. Another possible reason could be the husband’s suspi-
cion of extramarital sex of his wife and believing that he is not respon-
sible for the pregnancy. In such cases, as two of the case studies show, 
generally the husband reacts violently to the pregnancy and seeks 
to abort the pregnancy by pushing and kicking the abdomen of the 
pregnant woman.
Discussion and Conclusion
The findings demonstrate a high prevalence of violence against wom-
en in Bangladesh. Analysis of the nature of violence shows that it var-
ies from criticism and scolding to severe beating and forced sex. The 
number of ways women are abused and subjected to violence is large. 
The study also clearly underlines the interplay of gender inequality 
and masculinity in perpetuating violence against women. Physical 
violence is fueled usually when women argue or do things which are 
perceived as challenging to men’s authority and control over women. 
In all such situations, authority is reasserted by violence. Thus vio-
lence is men’s usual strategy for conflict resolution and for preventing 
women from asserting their rights in the family. 
The findings of this chapter have many policy implications. The 
findings clearly demonstrate that over time, both men and women have 
been socialized to accept violence against women as a way of life. Most 
women (90 percent) and men (93 percent) agree that violence is justi-
fied if women argue or do not obey their husband. Similarly more than 
two-thirds of men and women justify violence in case of refusal of sex 
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by women to their husbands. Any sig-
nificant decline in the level of violence 
is not expected unless such thinking 
changes. Aggressive advocacy against 
such domestic violence and changing 
the socialization process of children to 
bring about gender equity are perhaps 
some short-term and long-term solu-
tions to this form of behavior.
One possible opening for pro-
grammatic intervention to address 
violence against women is educating men about the adverse conse-
quence of violence for women, fetus, and existing children as part 
of maternity care during pregnancy and the postpartum period. The 
present study as well as the WHO study shows that during this peri-
od, men are most “considerate” to their wives. A study carried out by 
the Population Council also shows that men are eager to know about 
maternity care and ready to help their wives, to make their pregnancy 
and delivery easy. At this juncture, when husbands are ready to listen, 
educating them about the adverse consequences of violence could be 
tried. Available studies also show that auxiliary nurse midwives could 
easily talk and discuss antenatal care and postnatal care with male 
partners. These providers could be trained to counsel husbands about 
GBV and its adverse consequences for family life. To mobilize the 
community and increase pressure, panchayat could also be involved. 
A well-designed operations research study may help in understanding 
how far could we succeed in this objective.
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Sexual Violence in 
the Marital Homes of 
Bangladesh
M.E. Khan
There is growing concern worldwide about the rise in HIV infec-
tion among women (amfAR, 2005a; Global Coalition on Women and 
AIDS, n.d.; Global Health Council, n.d.; Harvard School of Public 
Health, 2006). Globally, an estimated 35.3 million people are living 
with HIV, with 2.3 million new HIV infections occurring annually 
(UNAIDS, 2013). Though there has been a 33 percent decline in the 
number of new infections from 3.4 million in 2001, gender-based 
violence, particularly sexual violence, is facilitating an increase in new 
infections (amfAR, 2005a; Global Coalition on Women and AIDS, 
n.d.; Global Health Council, n.d.). Not only are women biologically 
more vulnerable to acquiring HIV infection, they are increasing-
ly at risk when coerced into sex, as forced sex may lead to cuts and 
wounds, facilitating the transmission of the virus (amfAR, 2005a; 
amfAR, 2005b; Global Health Council, n.d.; Harvard School of 
CHAPTER10
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Public Health, 2006). The risk increases substantially in the case of 
young women, because of the immaturity of the reproductive tract 
(amfAR, 2005b). The vulnerability of women to HIV is particularly 
high in situations where coerced sex is frequent and common. There-
fore, any analysis or planning directed towards the prevention of HIV 
must consider the power dynamics and sexual relationships between 
husband and wife. Power imbalances between men and women make 
it difficult for women to negotiate condom use or to refuse unwanted 
or unprotected sex even with their husband, hence marital violence 
increases their risk of HIV vulnerability (FHI, 2002; Harvard School 
of Public Health, 2006).
Bangladesh is a patriarchal society in which domestic violence is 
widespread (Ahmed, 2005; Bates et al., 2004; Khan and Aeron, 2006; 
Khan et al., 2002). One of the most common forms of violence experi-
enced by married women in the country is forced sex. A multi-country 
study by the World Health Organization (WHO) found that nearly 
50 percent of women in Bangladesh have experienced sexual violence 
by an intimate partner (WHO, 2005). Through socialization, women 
learn that they must not refuse their husband sex, and both women 
and men believe that the husband has “rights” to his wife’s body, hence 
has the “right” to have sex with his wife (Khan et al., 2002). Evidence 
also exists that many women and men consider it justified for a man to 
beat his wife if she refuses sex (Khan and Aeron, 2006). In cases where 
there is refusal, it often results in forced sex (Khan and Aeron, 2006). 
Women in Bangladesh therefore have limited control over their sexual 
and reproductive health, and physical abuse, including sexual violence, 
creates a strong barrier to their ability to protect themselves from sexu-
ally transmitted infections (STIs) like HIV. 
Objectives
In light of increased global concerns about sexual violence against 
women, and their vulnerability to HIV infection, this study examines 
the extent to which women in Bangladesh experience sexual violence 
perpetrated by their husband, and the factors that make them vulner-
able to sexual violence.
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Methodology
The study used qualitative and quantitative data collected during 
2002-03 in three districts of Bangladesh: Tangail, Mymensingh, and 
Gazipur. The data include a sample survey of 3,900 ever-married wom-
en, selected using systematic random sampling. In addition, in-depth 
interviews were conducted with 158 married women, of which 84 
were from rural and 74 from urban areas. These women were selected 
purposively with the help of the health workers in their area, who were 
well acquainted with the women and helped arrange the first meeting. 
In-depth interviews were conducted in privacy by six trained research 
assistants (RAs) (social scientists with postgraduate degrees) over a 
period of eight months. The research assistants were trained to main-
tain ethical standards during data collection and emotional manage-
ment of the informant if required. The researchers were also conscious 
of the trauma which the RAs might experience while collecting the 
data and doing analysis. The researchers kept close contact with them 
during the field work and were prepared to provide counseling to them 
if required. The findings are complemented by findings from a male 
data set, which included a survey of 1,604 men and 72 case studies (40 
rural and 32 urban), collected at approximately the same time. 
All the interviews were conducted in the local Bangla language. 
Often, the in-depth interviews required two or more visits to the 
informants. During data collection, close supervision and monitoring 
were ensured. RAs were given regular feedback on their write-ups, 
so that gaps could be addressed during the next visit. All precautions 
were taken to protect the identity of the informants by replacing their 
name with a unique code number. Names of the informants given in 
this chapter have been changed.
Findings
Age at marriage
About one-third of the women reported that they were married by 
the age of 14, while the remaining two-thirds were equally divided 
between the age groups 15–17 years and 18 years and above at the 
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time of marriage. In other words, about two-thirds of the respondents 
were married before the legal age of marriage (18 years). DHS data for 
Bangladesh also reflect the high prevalence of early marriage among 
women in Bangladesh; 37 percent of women in the age group 20-24 
were reported to have been married by age 15 (NIPORT, 2005). 
Knowledge and experience of sex before marriage 
Female informants: None of the female informants reported having 
experienced sexual intercourse before marriage. Only 52 out of 158 
women said that they had detailed knowledge of sexual issues at the 
time of marriage; the rest had either vague or no information about 
sexual issues at the time of marriage. 
Few informants explained in detail what they were told before 
their marriage about sexual intercourse. Therefore certain key words 
or phrases were used during interviews to classify informants as  
having “detailed” information about sex or having “vague” informa-
tion about sex at the time of marriage. For example, informants who 
said that they were told about “pain” or “bleeding” during “intercourse” 
were assumed to have detailed information. Similarly a statement 
like “… she made me ‘understand’ about intercourse/sex” was also 
taken as an example of having detailed knowledge about sexual inter-
course. A typical example of an explanation classified as detailed is:
As you are getting married, you have to stay with your husband. 
He may touch your body and have sex with you. Don’t be afraid 
of this. During intercourse you may have pain but it will be 
okay later on. If you do not want any child then you can use a 
pill or condom.
Reeyah, an urban informant, describes how her bhabhi (sister-in-
law) gave detailed information on sexual intercourse:
After marriage a husband and wife have to stay together and 
have sex. If he lifts his leg over your body, and rubs his private 
parts on you repeatedly, do not push or reject him. When his 
private parts enter your body, you may feel pain but don’t shout. 
After some time you will feel good.
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FIGURE 10.1 Knowledge about sex at the time of marriage, by age 














The analysis reveals that often, grandmothers and sisters-in-law were 
not very comfortable discussing sexual issues with young brides. Their ex-
planations about sex were usually vague, giving only a vague idea of sexual 
relationships to the girl. For instance, Fatima’s sister-in-law told her:
After marriage, your husband is the person closest to you. He 
may come close to you, love you and hug you. Do not say no but 
allow him to come close.
While this quote clearly shows that Fatima’s sister-in-law wanted 
to inform her about sex in marriage, such an explanation would have 
given Fatima only a vague idea of the physical intimacy that would be 
established between her husband and herself. Another typical example 
of a vague explanation, often mentioned by informants, was: “You 
will have some relation with your husband.”
Such vague information about sex does not prepare a young bride 
for sexual relationships in marriage. Therefore informants with vague 
information can be grouped with those who were told nothing about 
sex before or at the time of marriage. Altogether, this accounted for 
67 percent of respondents who did not know about sexual intercourse 
when they got married. An analysis of the case studies shows that 
older women (18 years and above) were significantly more likely than 
younger women (less than 18 years) to have detailed information 
about sexual issues at the time of marriage (see Figure 10.1).
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Male informants: In striking contrast to the women interviewed, 
qualitative data drawn from the male sample indicate that all male 
informants (72) had detailed knowledge of sex. Moreover, two-thirds 
had also experienced sexual inter-
course before marriage. Yet, irrespec-
tive of their own sexual experiences, 
men are expected to marry women 
who have never had a sexual re-
lationship with other men before 
marriage. During in-depth inter-
views, at least 11 women (7 percent) 
reported that on their first night of 
marriage their husband had enquired 
about their previous sexual or emotional relationships with other men. 
An urban informant, who was 18 years of age at the time of marriage, 
reported, 
On the wedding night my husband asked me, “Have you had 
an affair with anyone?” I answered, “No.” Then he said, “All 
right it will be proved today.” Next morning, when he saw 
several spots of blood on the bed sheet, he said, “Really, you are a 
virgin.” After that he told me about his affair.
This difference in the socialization of men and women regarding 
sexuality suggests that on the first night of marriage the husband is 
fully aware and prepared for sexual intercourse, while the wife hardly 
knows what is going to happen. 
Initiation of sexual life
The survey and case studies reveal that sexual violence was wide-
spread and occurred regularly, often starting from the first night of 
marriage. The in-depth interviews reflect typical Bangladeshi mar-
riages, where the brides are usually young and have no say in decid-
ing whom they will marry. Many women meet their husband for the 
first time only on the wedding day. The husband, who is fully aware 
of sexual life at the time of marriage, usually attempts to have inter-
course on the first night, while the woman is not ready for it because 
“ The survey and case studies reveal that sexual 
violence was widespread 
and occurred regularly, 
often starting from the 
first night of marriage.”
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of limited knowledge and understanding of sexual issues and unfa-
miliarity with her husband. 
Culturally and by religion, virginity of a woman is highly valued 
and protected in Bangladesh. For most young women, marriage is of-
ten the first and only exposure to sexual relations. Information on sex, 
often received a day or two before marriage from the grandmother or 
sister-in-law, is mostly vague. 
Discussion with husband before first intercourse
Apart from 10 informants whose husbands made no conversation 
with them on the wedding night, the other 138 informants reported 
that some initial discussion had taken place with their husbands on 
the marriage night before intercourse (see Table 10.1).
In 24 cases, there was no discussion on sexual issues and the con-
versation covered general topics. Probing revealed that on the wedding 
night, the husband usually began the conversation by providing some 
background information or with general talk like, “do you like me,” 
“what do you want from me,” and “what is your name.” Discussions 
about mehar (gift/token amount promised by husband for wife and 
solemnized during marriage) were another way of starting a conver-
sation. The husband would either request his wife to ask for a gift, or 
give her a gift. In some cases the husband asked his wife to exempt 
him from mehar. The remaining 114 informants reported that their 
husband had talked to them about sexual issues, using vague terms 
similar to those mentioned by women in their interviews regarding 
their discussion with their sisters-in-law/other female family members 
TABLE 10.1 Discussion with husband on wedding 
night
Extent of discussion Number of women
No discussion  10
General talk but no discussion on  sex 24
Vague discussion about sex 49
Detailed discussion about sex 65
Total (N) 148*
*Rest includes other responses.
238 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
on sex. A typical example of a vague discussion initiated by the hus-
band in the informant’s words is given below:
On the wedding night my husband asked me what I wanted 
from him. I replied that I wanted nothing from him. Then he 
sat down beside me and said: “Look, as we are married, so you 
cannot refuse if I touch you. We are made for each other so there 
is nothing to be afraid of.” Then we had sex. 
—RURAL INFORMANT, 13-14 YEARS OF AGE AT MARRIAGE
Sixty-five informants reported that their husband talked with 
them in detail about sex, including discussing initial pain and  
intercourse. Quoting her husband, Rafia, a 30 year-old rural infor-
mant said:
If I touch your body, do not say anything or feel shy. This is a 
husband-wife relationship. I may put my body on yours, do not 
get up. Keep lying down. During intercourse you may have pain 
and feel bad but you have to tolerate this.
In 36 percent of the cases, family planning and family size were 
also discussed on the wedding night.
Experience of first intercourse
The experience of first intercourse has been classified into three catego-
ries: negotiated/agreeable sex, physically forced sex, and not agreeable 
but not physically forced sex. In cases of “agreeable sex,” respondents 
reported no resistance from the wife, or initial resistance pacified 
through persuasion or negotiation. Cases where the informants did not 
say anything about resisting her husband’s advances or provided no 
details when describing her first experience of sex were also included in 
the category of “negotiated/agreeable sex.” Cases where the informants 
said that their husband explained to them about sex (“… He made me 
understand about sex”) were also included in this category. 
Ninety-seven of the 148 informants were classified as having 
reported experiencing negotiated/agreeable sex on the first night, as 
for example:
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After my marriage, my husband asked me how I was feeling 
and whether I like him. Then he told me about sex. He said 
that since we are husband and wife we would have a relation 
between us called sexual relation. He told me that it is normal 
in marriage and everyone does it. Also, this relation is a must if 
we want to have a child. After this he hugged me and kissed me. 
Though I was scared I did not forbid him because my grand-
mother asked me not to do so. Then we had sex.
On the wedding night, my husband said, “Why are you feeling 
shy of me? I am your life partner. I have taken all your respon-
sibilities… After marriage husband and wife have to lie down 
together and have sex. I will touch your body and love you. 
During intercourse you may feel pain but later on it will be 
okay. There is nothing to be afraid of…” Then, within a few 
minutes, we had intercourse.
Twenty-three women, however, reported that they were physically 
forced by their husbands to have sex on the marriage night. In six of 
these cases, the husband had no discussion with his wife, but imme-
diately had forced sex. The following are quotations from informants 
who reported physically forced sex on the first night by their husband:
At the time of my marriage, I did not know anything about 
intercourse. On my wedding night, we offered namaz [prayer] 
and ate sweets. Then he asked me to come near him and gave 
me his spectacles to keep on the table. Then he called me to take 
his wristwatch. When I went to take it, he just pulled my hand, 
pushed me on the bed and had sex. I was shouting with pain 
but my husband had sex for a long time.
On the first night my husband asked me to come in a single bed 
with him and he touched my body. When I questioned him, 
he said, “As I am your husband, I can touch you all over your 
body.” Then he tried to have intercourse with me. I forbade 
him, as I was scared. But he did not listen to me and had sex 
forcefully.
240 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
… That night my husband forcefully had sex with me. He tied 
my mouth with cloth, saying that I was making noise and if 
heard, others would make bad comments. After intercourse he 
untied the cloth. That night I was half dead due to fear and pain.
Noorin, an urban informant who was 13 years old at the time of 
marriage, reported that she had no knowledge of sex at that time. She 
tried to avoid sex with her husband until she was forced by her family 
members to have sex with him. She reported:
… Every time my husband wanted to have sex I tricked him 
and hid from him. I was scared and did not want him to touch 
me. But one day my bhabhi [sister-in-law] and everyone forced 
me to stay with him. They told me that if I do not let him do 
whatever he wants, then he would marry someone else. I won-
dered what he was going to do with me but I could not imagine 
what was about to come. When he had sex with me for the first 
time, I was horrified. I did not let him have intercourse with 
me but still he did it forcefully.
This quote clearly shows the informant’s helplessness at the start 
of her married life. Her husband would have forced sex with her with 
full support even from her own family, as they considered it to be a 
husband’s right. A similar experience was described by another infor-
mant, who was only 12 years old when she got married. In this case, 
she tried to get the support of her family, but was “pushed back” into 
the room. Her husband then had forced sex with her.
After my marriage, when my husband tried to take off my clothes, 
I felt scared and went out of the room to my in-laws’ room. But 
my mother-in-law scolded me and said, “Why have you come 
out? After marriage this relation is normal and there is no need to 
be scared.” Then she pushed me back into my room. My husband 
again tried to persuade me but I was scared and started crying. 
But he pulled me and had intercourse with me forcefully.
The narrations of 28 informants show that their first sexual en-
counter was not physically forced, but the experience was not agree-
able. They were therefore classified in the third category where the 
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informant clearly mentions that though she did not want to have sex, 
she was still made to do so, either by persuasion, or threats, or scold-
ing by her in-laws or her own family.
Table 10.2 shows the association between an informant’s first 
sexual experience with her husband and the extent of discussion on 
sex and related issues between the informants and her husband before 
having sex. Findings show a significant association between the two 
variables, where the reporting of agreeable sex on the first night was 
highest (55) among informants whose husband had a detailed con-
versation on sex with them on the first night. The number of women 
reporting “agreeable first intercourse” was much lower among infor-
mants who reported either no conversation or only general discussion 
but no sexual discussion with their husband. The reporting of phys-
ically forced first sex was similarly reduced with an increase in the 
extent of discussion with the husband before sex.
Another observation shows that a larger number of women who 
were younger at the time of marriage reported forced sex on the first 
night of marriage as compared to others. Although such an association 
was evident, it was not statistically significant.
Prevalence of forced sex during marriage 
Interviews reveal that although sex during the initial days following 
marriage was painful and sometimes against the woman’s will, it did 
not have a sustained impact on their subsequent sexuality and sexual 
TABLE 10.2 Experience of first intercourse according to extent of 
discussion between spouses on first night (N=148)
 Experience of first intercourse 
  Not agreeable,  
Extent of discussion with  Negotiated/ not physically Physically 
husband on first night  agreeable forced forced Total
No discussion/general discussion  
  but no talk about sex 9 12 12 33
Vague discussion about sex 33 10 6 49
Detailed discussion about sex 55 6 5 66
Total 97 28 23 148
χ²= 30.5, p < 0.001.
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pleasure. In fact, contrary to the belief that in South Asian countries 
women are not expected to show sexual desire, 47 percent of the 
informants reported that many times they too expressed their desire 
for sex to their husband. Yet, there were times when they did not want 
to have sex. In such situations, they had two options: either to silent-
ly agree to have sex or refuse to have sex and face the consequences 
depending on whether their husband accepted their refusal.
Inability to refuse sex
Interviews reveal that even before marriage, women were taught that 
they should not refuse to have sex with their husband. This often led 
women to agree to have sex despite their unwillingness to do so. Of 
the 148 women interviewed, 35 reported that there have been occa-
sions when they did not want to have sex and yet did not refuse their 
husband. Common reasons cited for not refusing sex were to fulfill 
their husband’s desire and happiness, fear of losing their husband to 
another woman, and acceptance that sex is a husband’s right.
Reasons for refusing sex to husband 
Of the 148 informants, 147 reported that they had refused sex to their 
husband on some occasion. Of these, 75 said that they had refused to 
have sex “regularly or sometimes.” Table 10.3 summarizes the various 
reasons cited by informants for refusing to have sex with their husband. 
Sixty informants said that they refused sex to their husband when he 
demanded it too often or “…continuously for 3-4 days ...” Eighty-six 
said that they refused when they were tired or sick. Reproductive health 
problems (9 informants) causing pain and discomfort during inter-
course and menstruation, pregnancy, or being in the postpartum period 
(29 informants) were also cited as reasons for refusing sex.
Because of the shame associated with sex, informants felt shy about 
doing anything that would indicate that they had sex with their hus-
band. One informant said, “I feel shy to have sex in the daytime because 
if I close the door then everyone will know.” Culturally, men and women 
in Bangladesh have to take a bath early in the morning if they have 
had sex at night. Eleven informants said they had refused sex to their 
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husband as they felt that taking a bath too frequently would indicate 
to neighbors and family members how frequently they have sex and 
they felt shy about it. Moreover, it was inconvenient to get up early in 
the morning frequently for a bath, especially in winter. Preoccupation 
with family, relationships, or financial problems was also mentioned 
as a reason for not being in the mood for sex (61 informants). Twen-
ty-one women also said that they avoided sex with their husband 
because of his alcohol consumption or his extra-marital affairs.
A few women (8) reported that they refused sex because of their 
husband’s inability to satisfy them sexually. Explaining this reason, a 
38 year-old informant said, 
My husband cannot have intercourse for a long time as he gets 
tired (he ejaculates) very soon. He gets satisfied very soon where-
as I do not. That’s why I refuse him saying, “Go and take some 
medicine, and get your strength back, or else, don’t come near 
me because I cannot be satisfied.”
Forced sex
A typical definition of forced sex given by the women in the study is 
as follows:
TABLE 10.3 Reasons reported by women for refusing sex to husband 
(N=148)*
Reasons Number
Physical condition (tired/sick) 86
Husband demands sex frequently 60
Not eager for sex/mood off/preoccupied with other worries 61
Menstruation/pregnancy/post-partum period 29
Repelled by husband because of his extra-marital affair/alcohol/anger 21
Privacy and shyness/problem taking bath in the morning 20
Reproductive health problem like pain during intercourse/white discharge 9
Own sexual dissatisfaction 8
Concern for husband’s health 8
Deliberately refuse to instigate forced sex/to check husband’s love 6
Not using family planning/fear of pregnancy 3
Others 13
*Multiple responses.
244 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
When my husband wants to have sex with me but I don’t want to; 
at that time if sexual intercourse occurs, then I think it is forced sex. 
Forced sex occurred in various ways, depending on how the hus-
band reacted to his wife’s refusal. As seen in Table 10.4, 22 informants 
did not report forced sex in situations where they refused sex to their 
husband. Of these, eight had never refused sex and in 14 cases, their 
husband always accepted his wife’s refusal to have sex. For the rest of 
the informants, sex had occurred despite their refusal. During in-depth 
interviews, informants revealed that whenever they refused to have sex, 
their husband tried to persuade them first by negotiating the genuine-
ness of the reason for refusal, and then by evoking sympathy for him-
self by saying, for example, “… I will feel sad …” “Please do not refuse 
me tonight, as it is very hard for me to control my desire” or “…Where 
will I go?” Eleven informants said that they always agreed to have sex 
after persuasion, and did not always consider it to be forced sex.
Sometimes, however, persuasion included threats. For example, 
Riyah, a 19-year-old informant, said:
When he [my husband] does not want to listen to my refusal 
then he persuades me by saying, “Let it [sex] happen today. I 
will not disturb you tomorrow.” Sometimes he says, “Look, I am 
a man. I cannot always control my desire. If you refuse, I will 
go to another woman. Then how will you feel?” Such persuasion 
often makes me weak and sex occurs. But, since I agreed, you 
cannot say he forced me.
TABLE 10.4 Husband’s typical reactions following 
wife’s refusal to have sex, as reported by wife (N=148)
Reaction Number
No forced sex as no refusal for sex 11
No forced sex—refusal accepted 22
Succeeded on persuasion 25
Persuasion, anger/threat 17
Persuasion, anger/threat, physically forced sex 40
Persuasion, anger/threat, beat/slap, physically forced sex 22
Reported forced sex but no other details 21
Total 148
Note: Multiple response question.
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Shefaly, a 22 year old informant, said:
When I do not want to have sex but my husband wants it,  
and he does so forcefully without my desire, then it is forced. 
This force may be physical or mental, like threatening me  
about going outside [to other women] or emotionally black-
mailing me by saying things like, “You cannot make your 
husband happy.
Persuasion was thus a mixture of flattery, arousal, promises, emo-
tional blackmail, and occasional threats. Not all informants considered 
this to be forced sex. Different women perceived persuasion differently.
However, where persuasion did not work, informants reported 
that their husband would get angry, or scold or threaten them. At 
least 57 informants reported that their husband had threatened them. 
As one informant said:
Sometimes, if I do not want to have sex, then he [husband] says, 
“If you do not want it then you go to your parents’ house. Why 
did you marry me if you did not want to have sex?” Sometimes 
he says, “If you do not want sex then I will go outside for sex.” 
When he says this, I get scared and agree to have sex.
When neither persuasion nor threats work, then more coercive 
methods to physically force sex were used by husbands such as slap-
ping or beating. To quote an informant, 
First he [husband] tries to persuade me, then he threatens that 
he will marry again. Even after that if I do not agree to have sex 
he then physically forces me.
Sixty-one women said that their husbands had physically pinned 
them down to have sex. Of these, 22 were also physically beaten.
If I do not want to have sex with him [husband], then he beats 
me and says, “You should not do this. You have to do it with 
me.” When I fainted because of beating, he got very angry and 
left the house. At night when he came back, I was lying on the 
bed with my eyes closed and he had sex with me forcefully.
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In the women’s survey, 61 percent (N=2,379) said they had ever 
experienced physically forced sex some time in their life, while 46 
percent (N=1,794) reported experiencing physically forced sex  
during the last year. Of the 2,379 women who reported sexual 
violence, 8 percent said that it happened regularly and 72 percent 
reported that it occurred only “sometimes,” about five to six times a 
year. About 20 percent of the women reported experiencing sexual 
violence rarely, that is, once a year. In the men’s survey, 45 percent 
reported having forced their wife to have sex; 28 percent reported 
doing so in the past year. 
A comparison of the data on physical violence and sexual violence 
shows that women who had experienced physical violence perpetrated 
by their husband, such as beating, slapping, kicking, hitting, or drag-
ging, were also more likely to experience sexual violence in the form 
of physically forced sex as compared to other women.
Determinants of sexual violence
Forty-six percent of respondents reported experiencing physically 
forced sex in the year prior to the survey. In order to find out the 
determinants of sexual violence, a logistic regression model was used, 
taking reporting of physically forced sex as the binary dependent vari-
able, coded as “1” or “0” depending upon the occurrence or non-oc-
currence of sexual violence in the past year. The selected characteristics 
of respondents that were significantly associated with the dependent 
variable served as the categorical variables in the model. Results of the 
logistic regression are presented in Table 10.5.
The logistic regression analysis shows that younger women were 
more likely to experience forced sex than older women. This risk 
continues to increase significantly among women younger than 29 
years of age and is the highest among those in the youngest age group 
(14–19 years). Further, the smaller the reported age gap between hus-
band and wife, the higher the probability of sexual violence.  
Working women were found to be 23 percent more likely to 
experience sexual violence than non-working women. Respondents 
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TABLE 10.5 Correlates of sexual violence: Results of 
logistic regression analysis
Independent variable Odds ratio
Age of respondent (years)






Age difference between spouses
 Husband more than 15 years older 1.00
 Husband 11–15 years older 1.73*
 Husband 6–10 years older 1.87**
 Husband up to 5 years older 1.97*
Education of husband
 Class 10 and above 1.00
 Class 6–9 1.16
 Class 1–5 1.33**
 No education 1.35***
Husband’s support in cooking and washing utensils
 Helps in both chores 1.00
 Helps in one chore 1.40**
 Does not help 1.41**
Working status of respondent
 Not working 1.00
 Working to earn cash 1.23**
Assets owned by respondent
 Owns both house and land 1.00
 Owns either house or land 1.43
 No assets 1.62
Decision-making on going to parents’ home
 Self 1.00
 Others 1.38**
Significant at *p<0.05; **p<0.01; ***p<0.001
whose spouse was educated (till Class 10 or more) reported less sexual 
violence compared to uneducated husbands (odds ratio 1.35). Sim-
ilarly, husbands who helped in household chores like cooking and 
child care were 40 percent less prone to sexual violence than those 
not contributing to household chores. While participation in the paid 
labor force may initially lead to slightly increased violence, women’s 
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higher economic status measured in terms of ownership of assets like 
farm land or a house helps to reduce sexual violence. Women with no 
ownership of farm land or house face 62 percent higher chance (odds 
ratio 1.62) of facing sexual violence than those who own some assets. 
Similarly, women who had the authority to decide when to go to their 
parents’ house also seemed to have greater control over sexual relations 
with their husband than those who could not take this decision.
Negotiations regarding condom use and wife’s vulnerability to 
HIV and STIs
Several chapters in this volume show high prevalence of risky sexual 
behavior among men, including multiple sexual partners, sex with sex 
workers, and low condom use. This puts men in Bangladesh at high 
risk of acquiring STIs and HIV. This risk could affect wives if they are 
unable to negotiate condom use with their husbands. An analysis of 
the qualitative data for women shows that not all women who suspect-
ed or knew that their husbands were going out for sex could negotiate 
condom use with their husbands in order to protect themselves.
Findings show that 19 out of the 148 female informants knew 
or suspected that their husband had sex with sex workers. Of these, 
six never asked their husband to use condoms, two always used a 
condom, and the remaining 11 did not know that condoms could 
protect them from infection. In 13 cases, women requested that their 
husbands use condoms but found that persuasion was difficult; and 
in nine cases, the husband disagreed or used them only sometimes, 
thus exposing wives to the risk of STIs and HIV. The remaining four 
used condoms, though at times they also expressed their anger at the 
demand of their wives that they do so. As one of the four informants 
reported: 
Since I know my husband goes outside for sex, I was afraid of 
acquiring infection. So I told him, “I cannot die because of you. 
You must use a condom when you come to me.” Sometimes after 
hearing this he becomes angry but he uses a condom.
—20-YEAR-OLD URBAN WOMAN
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A woman described her difficulty in negotiating with her husband 
for condom use: 
Before marriage and at the initial stage of marriage, my hus-
band used to go to brothels for sex. At that time I did not tell 
him to use condoms because I did not know about it. Now I 
know, so I tell him to use it. He sometimes uses condoms when I 
request him again and again, but many times he does not.
—30-YEAR-OLD RURAL WOMAN
Another informant reported her failure to negotiate condom use 
with her husband:   
I know that my husband goes to brothels 2–3 times a month. 
Now he has a sore on the mouth of his private parts. I think it is 
an STI. So I forbid him [from having sex with me] and request 
him to use a condom to protect me from STI. But he becomes 
angry. One day when I bought a condom for him and gave it to 
him, he got very angry and beat me and said, “How have you 
become so brave to buy a condom for me! You know that I never 
use it. I am not scared of any disease and you must agree with 
me [to have sex] without a condom.”
—25-YEAR-OLD URBAN WOMAN
By beating her, not only did he reinforce his authority but also re-
stricted his wife’s ability to bring up the issue of condom use in the fu-
ture. Many of these men who do not agree to use condoms also believe 
that they will not acquire any infection. The reason is not clear but 
some statements suggest that a perceived fear of infection is a challenge 
to masculinity. For example, a physically well-built man commented: 
Only weak and unhealthy people get infected. Healthy people 
do not suffer. I have been with so many women but nothing has 
happened to me.
Another issue was brought to light by the remarks of  a woman 
whose husband refused to use condoms because he did not feel it was 
required when having sex with his wife. The woman said:
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I suggested him [husband] to use a condom, but he just hates it. 
Actually, there is no question of using a condom. He says, “You 
are my wife so why should I use a condom with you.”
Condoms have been traditionally perceived as something to be 
used only while having sex outside marriage/with a sex worker, so it is 
hard for men to conceive of a situation where they would use condoms 
with their wife. It is also possible that men generally believe that be-
cause their wives do not have sex outside marriage, they would not get 
any infection from their wives. They might also lack the concern that 
they may infect their wives. In case of physically forced sex, the use of 
condoms is ruled out. Thus, risky sexual practices among men and the 
wife’s lack of negotiating power for condom use, coupled with sexual 
violence, put women at an increased risk of acquiring HIV and STIs.
Conclusion and Discussion
The study shows that there is a discrepancy in the level of knowl-
edge about sex between husbands and wives at the time of marriage. 
Marriage occurs early for women, who enter marriage with either no 
knowledge of sexual life or only vague information about sex. Perhaps 
parents discourage their daughters from knowing and talking about 
sex before marriage out of concern about their daughter’s virginity. A 
study by Jejeebhoy and Santhya (2011) found that parents are dis-
couraged from talking to their children about sexual and reproductive 
health matters, as they consider it culturally inappropriate, do not feel 
comfortable, feel that children learn these things from other sources/on 
their own, and feel that their child will go astray if they are told about 
sex. Moreover, parents rely on extended kin to talk to their children 
on these issues. Usually the information is given to a young woman by 
extended kin; and she is usually told that she should “submit” to her 
husband and not say “no” when he initiates the sexual “relationship,” 
thus clearly affirming her husband’s right over her body. The belief that 
women should submit to the husband is shared by husband, wife and 
their families, giving women no person to confide in about marriage 
and sex. In South Asian society, sex is portrayed as a “shameful act” that 
should not be talked about openly, which creates a barrier for women 
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in acquiring knowledge about sex or 
enjoying a sexual relationship with 
their husband/partners. 
Men enter into marital union 
with more knowledge and greater 
sexual experience. Hence, they are 
prepared for sex, unlike their wives. 
Knowledge about sex was strong-
ly linked to agreeable sex among 
women; hence it is crucial not 
only to increase knowledge among 
women but develop ways in which men can talk to their wives about 
sex as equal partners. Around two-thirds of women in the present 
study experienced negotiated/agreeable sex at first intercourse. The 
data allow for classifying this experience as “consensual,” revealing 
that often sex is agreed upon by negotiation and persuasion rather 
than through full consent by both partners. Perhaps consent is diffi-
cult to have as women do not even know what they will be experienc-
ing after marriage. Women’s first sex is often experienced soon after 
marriage and initiated by the husband. Husbands also initiate dis-
cussion over sex in a dominating manner as if it is their right, rather 
than discussing sex as a consensual and enjoyable experience for both 
partners. Evidence also exists in the case studies of husbands telling 
their wives, on the first night of marriage, “I have a right to touch your 
body.” Thus, from the case studies one can conclude that both men 
and women are socialized into believing that sex is a husband’s right 
and a wife’s duty. This belief often prevents women from refusing sex 
to their husband, and also perpetuates the use of force by the hus-
band if the wife refuses sex. Both men and women perceive that a 
man’s sexual desire is considered to be a natural instinct and women 
are made to view their sexuality with embarrassment and accept their 
husband’s interests.
The results of the study point to urgent need for interventions to 
increase communication over sex between husband and wife so that 
it is a consensual and enjoyable experience for both. Marriage coun-
“ Risky sexual practices among men and the wife’s 
lack of negotiating power 
for condom use, coupled 
with sexual violence, put 
women at an increased  
risk of acquiring HIV  
and STIs.”
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seling by community health workers provided to girls who are getting 
married is one possible way to help girls to learn about their sexuality 
and married life, but more experimentation is required in different 
settings until information on gender and sexuality becomes part of 
school curriculum. Family members and husbands consider it natural 
for the first sex to be experienced quickly after marriage, even without 
the consent or acceptance of the wife. Popular culture and media also 
directly portray the ‘first night’ (after the wedding) as the first time for 
sex/physical intimacy, and such concepts need to be re-examined and 
projected differently. With growing influence of media and Western 
values and increased education of women, sex may become increasing-
ly linked to intimacy between the couple and initiated when husband 
and wife have gotten to know each other. The South Asian concept of 
marriage itself needs to be shifted from ‘rights of husband and du-
ties of wife’ to an egalitarian relationship between husband and wife 
nurtured by an emotional bond. When designing reproductive health 
programs, implementers need to consider how the socialization of 
men and women takes place on sexual matters. 
The study reveals that the wife’s refusal to have sex is not easily 
accepted by the husband. The typical process of having sex after the 
wife’s refusal was first some kind of “persuasion,” followed by threats, 
anger, and finally beating and physically forced sex. To compel their 
wives to have sex, husbands commonly threaten to marry someone 
else or go to another woman.  In a society such as Bangladesh, where 
second marriages among husbands and extramarital sex are common, 
such threats appear genuine and hence are very upsetting for wives. 
Thus women, despite their unwillingness, agree to have sex. 
The prevalence of sexual violence is high; however, wide variations 
were found in the reporting of physically forced sex. The differences 
in reporting may be due to the methodology, questions asked, probing 
done and lack of understanding. Younger women and working women 
were more likely to experience sexual violence. Perhaps working women 
might not be completely financially dependent on their husband and 
might resist their sexual demands, leading to increased sexual violence 
(Watts et al., 1998; Jewkes et al., 2002; Jewkes, 2002). It is encouraging 
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that where husbands supported their wives in household chores and child 
care, violence was less common. Again this shows the importance of 
promoting egalitarian marital unions in South Asian societies. 
Early marriage, wide prevalence of forced sex, and the inability 
to negotiate condom use with husbands are features in the Bangla-
deshi society that are effective barriers to women’s ability to protect 
themselves from STIs and unwanted pregnancies. The study reveals 
that although women’s sexuality is controlled by denying them sexual 
information before marriage, most informants reported that they en-
joyed their sexual experiences with their husband. Half the informants 
in fact also said that many times, when they wanted sex, they told their 
husband through facial expressions, gestures, verbal remarks and even 
through overt body contact. A few women reported that the reason for 
their refusal of sex was their husband’s inability to satisfy their sexual 
desires. Some reported that they refused sex to test their husband’s love 
for them. These findings point to the need to study the sexuality of 
women and sexual dynamics between spouses in larger studies.
References
Ahmed SM. 2005. “Intimate partner violence against women: experiences from a 
woman-focused development programme in Matlab.” Bangladesh. The Journal of 
Health, Population and Nutrition 23(1): 95-101.
American Foundation for AIDS Research (amfAR). 2005a. “Gender-based violence and 
HIV among women: assessing the evidence.” Issue Brief No. 3. http://amfar.org/
community/article.aspx?id=3710.
amfAR. 2005b. “Women, sexual violence and HIV, an amfAR Symposium, Rio 
de Janeiro, Brazil, July 25, 2005.” http://www.amfar.org/binary-data/AMFAR_
PUBLICATION/download_file/44.pdf.
Bates LM, Sculter SR, Islam F, Islam MK. 2004. “Socioeconomic factors and processes 
associated with domestic violence in rural Bangladesh.” International Family 
Perspectives 30(4):190-199.
Family Health International (FHI). 2002. “Gender stereotypes compromise sexual 
health.” Network 21(4).
Global Coalition on Women and AIDS. n.d. “Stop violence against women: Fight 
AIDS.” http://womanandaids.net.
Global Health Council. n.d. “Decrease violence to decrease risk of HIV among women 
and girls.” Policy brief.http://www.globalhealth.org/images/pdf/publications/decrease_
violence.pdf.
254 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
Harvard School of Public Health. 2006. “HIV and Gender-Based Violence (GBV) 
literature review.” Boston: Program on International Health and Human Rights, 
Department of Population and International Health, Harvard School of Public 
Health.http://www.hsph.harvard.edu/pihhr/files/resources_and_publications/
literature_reviews/Final_Literature_Review.pdf. 
Jejeebhoy SJ, Santhya KG. 2011. “Parent-child communication on sexual and repro-
ductive health matters: Perspectives of mothers and fathers of youth in India.” New 
Delhi: Population Council.
Jewkes R. 2002. “Intimate partner violence: causes and prevention.” Lancet 359: 
1423–1429.
Jewkes R, Levin J, Penn-Kekana L. 2002. “Risk factors for domestic violence: findings from 
a South African cross-sectional study.” Social Science and Medicine 55(9): 1603-1617.
Khan ME, Townsend JW,  D’Costa S. 2002. “Behind closed doors: A qualitative study of 
sexual behavior of married women in Bangladesh.” Culture, Health and Sexuality 4(2): 
237-256. 
Khan ME, Aeron A. 2006. “Prevalence, nature and determinants of violence against 
women in Bangladesh.” Journal of Family Welfare 52: 33-51.
National Institute of Population Research and Training (NIPORT), Mitra and Associates, 
ORC Macro. 2005. Bangladesh Demographic and Health Survey 2004. Dhaka, 
Bangladesh and Calverton, Maryland [USA]: National Institute of Population 
Research and Training, Mitra and Associates, and ORC Macro.
UNAIDS. 2013. Global Report: UNAIDS Report on the Global AIDS Epidemic. Geneva: 
UNAIDS.
Watts C, Keogh E, Ndlovu M, Kwaramba R. 1998. “Withholding sex and forced sex: 
dimensions of violence against Zimbabwean women.” Reproductive Health Matters 6 
(12): 57–65.
World Health Organization (WHO). 2005. WHO Multicountry Study on Women’s Health 
and Domestic Violence against Women: Initial Results on Prevalence, Outcomes and 
Women’s Responses. Geneva: WHO.
Acknowledgments
The authors acknowledge with thanks assistance provided by Ms. Aditi Aeron in writing 
the first draft of this chapter and Ms. Isha Bhatnagar and Anvita Dixit for reviewing and 
finalizing the chapter.  
255
CHAPTER11
Sexual Violence within 
Marriage: A Case Study of 
Rural Uttar Pradesh* 
M.E. Khan 
John W. Townsend 
Ranjana Sinha  
Seema Lakhanpal
Until recently the study of sexual behavior, despite being a very im-
portant area of human behavior, has remained an untouched subject. 
The sensitivity of the subject and difficulties in collecting information 
were added reasons discouraging social scientists from exploring this 
area of human behavior. However, the advent of AIDS and its rapid 
spread in India has changed the scenario. Today the study of sexual 
* An earlier version of this chapter was published as: Khan ME, Townsend JW, Sinha R, Lakhanpal, S. 
2002-2003. “Sexual violence within marriage: A case study of rural Uttar Pradesh, India,” Interna-
tional Quarterly of Community Health Education 21(2): 133-146.
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behavior is an important subject and both national and international 
agencies, such as the National AIDS Control Programme–India, are 
encouraging research on the subject. The few studies that are available 
are mainly about those who are at risk (e.g. commercial sex-workers 
and their clients, especially truck drivers). Studies on sexual behavior 
of the general population, particularly in rural areas, are rare. Issues 
like sexual violence are still neglected. The present chapter addresses 
the neglected topic of sexual coercion within marriage.
Data
This chapter is based on a detailed qualitative study carried out by 
the Centre for Operations Research and Training (CORT) on the 
decision making process involved in seeking abortion. The study was 
carried out in two villages of Lucknow district located in central Uttar 
Pradesh. The villages were about 15–17 km from Lucknow city, the 
capital of Uttar Pradesh. Both villages were easily accessible by bus 
and other modes of transportation. One of them was a large village 
with a population of about 6,500 while the second was relatively 
smaller, with a population of 2,000.
Data were collected by two trained social scientists who spent 
about five months in the field using various qualitative approaches—
in-depth case study, focus group discussions with community members 
and several informal interviews with health care providers and abortion 
service providers. Detailed data were collected on unwanted pregnancy, 
abortion seeking behavior, contraception and sexual behavior including 
sexual abuse. During the study period (1996), a total of 122 currently 
married women were informally interviewed several times. Out of 
these 122, 115 answered questions on sexual behavior. On average each 
woman was visited five times and the total time spent with each of 
them ranged between 8–10 hours. Data on sexual behavior including 
frequency of intercourse and sexual violence were collected in the last 
phase of the field work when the social scientists had developed good 
rapport with the informants. Details of selection of women and meth-
odological issues are discussed elsewhere (CORT, 1996b).
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Findings
Once the researcher gained the woman’s confidence and started 
talking in their “code” language, getting information on sexual mat-
ters was not as difficult as is generally assumed. Understanding and 
using their “code words” was critical for a smooth and easy conversa-
tion on sexual behavior. For instance, despite our good rapport with 
them, initially we could not understand their answers to our questions 
on sexual relationships. For example, when we tried to assess the fre-
quency of sexual relationship which they had with their husbands, we 
received reply in the following words:
Hum roj nahi bolthe hai. Hum log mahina mai dho-char din 
hi bolthe hai.
Literary translation of this would be “we do not talk every day. 
We talk only two to four times in a month.” Here the word ‘talk’ was 
their code word for intercourse. Similarly a women explaining reason 
for discontinuing IUD had said:
Hum ko bath-cheet karene mai dikkat hoti thi. (During my 
talk I was facing problem).
Here ‘bath-cheet’, which is another Hindi word for talking/discuss-
ing, was used as code for sexual relationship. Once we understood it, 
it was easy for us to ask them whether yesterday they had ‘talked’ with 
their husband and we generally received the answers without much 
hesitation on their part.
Out of the 122 women informants, 98 answered all questions 
related to their sexual behavior, 17 answered partially, while only 7 
totally refused any discussion of sex. Analysis of the characteristics 
of those who answered fully, partially or refused to participate in 
the study did not reveal any specific pattern. It depended on the 
situation when the woman was approached, who was present at that 
time, or what work she was doing. It is important to point out that 
complete privacy was not always required to discuss the subject. In 
contrast, sometimes discussion was easier and more interactive when 
two or three women were present together. It was the relationship 
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and closeness among them which 
mattered. In the presence of the hus-
band, mother-in-law or other senior 
family members, any discussion on 
sexual matters was, however, very 
difficult. In fact, when husband was 
at home, often the informants did 
not even like to entertain our visit to 
their household. In such occasions, 
generally we were told “behen baad me ana” (sister come after some-
time) (CORT, 1996a).
Before asking women about sexual coercion within consensual 
union, we had detailed discussions with each of them on their sexual 
practices at different stages of their married life. Usually it started with 
discussion on whether the women at the time of their marriage had 
knowledge about sex, and to what extent they were ready to enjoy 
sex with their husband. Subsequently, questions were asked on their 
first sexual experience, frequency of intercourse, reaction to their first 
pregnancy and so on. 
Beginning of sexual life
The analysis showed that in most cases (103 out of 115) gauna (the 
ceremony associated with the consummation of marriage) took place 
only when they started menstruating. In a few cases (12), although the 
gauna took place even before menstruation, they did not live together 
with their husband. Either they stayed with their mother-in-law or 
went back to their parents’ house after living in the in-law’s house for 
a brief period and returned only after menstruation. 
A 29-year-old woman who got married at the age of 6, and whose 
gauna took place at the age of 12 years, said:
After gauna I had come here (in-law’s house) only for one day. 
Then again I came here after one and half years to stay with my 
husband. By that time my mahwari (menses) had started.
Another 32-year-old informant said:
“ The study reveals that at the time of marriage, 
girls generally have 
little knowledge about 
sex life, pregnancy and 
delivery.”
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My gauna was done when I was only 12 years old and had not 
started menstruation. At that time I came to my in-law’s house 
only for one week. During that period all the time I stayed with 
my mother-in-law or other women in the family. I had no con-
tact with my husband. I returned to this place (in-law’s house) 
after two years when my mahwari (menses) started.
Though most of them reported that their menstruation started be-
fore gauna, few understood its relevance to marriage and child birth. 
In the words of Rukmani, a 21-year-old illiterate Yadav woman:
I was married when I was only 13 years old. My menstrual 
cycle started just a day before my marriage took place. I did not 
know what was happening to me, when I saw the bleeding, I 
got very scared and started crying and told my mother...... Now 
how would I know how it was related to marriage or pregnancy. 
Nobody told me either.
The study reveals that at the time of marriage, girls generally have 
little knowledge about sex life, pregnancy and delivery. Only 18 per-
cent of the women interviewed had a vague knowledge of the sex life 
which takes place after marriage (Table 11.1). Narrating her experi-
ences Rani, a 32-year-old illiterate informant with four children, said:
The first time when I came in contact with my husband, I was 
not knowing anything about sex. I was sleeping with my jethani 
(wife of husband’s elder brother), when she left the room and 
sent my husband in. I was embarrassed and just ran away to my 
mother-in-law. Then both my jethani and sister-in-law pushed 
me into the room by force and shut the door from outside.
TABLE 11.1 Women’s knowledge of sex and reproduction at the 
time of their gauna
 Did women have knowledge (%) 
Reproductive knowledge Yes, but vague No Total (N) 
Sex life which takes place after marriage 18 82 115
How a woman becomes pregnant 4 96 115
How a woman delivers a child 4 96 115
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Similarly Laxmi, another informant (32 years) married at the age 
of 13 years, knew nothing of sex life that takes place after marriage. 
The first sexual experience came as a blow—she never thought mar-
riage was going to be so different from the gauna of ‘gudda-guria shadi’ 
(doll’s marriage) she played among friends. She recalled:
It was a terrifying experience. When I tried to resist, he pinned 
my arms above my head. It must have been so painful and 
suffocating and I must have fainted for I only remember getting 
up in the morning and finding stains of blood on the sheet. My 
husband was no longer in the room. I slowly got up to go the 
toilet, feeling sick. While I was urinating, I experienced pain 
and terrible burning sensation.
Other accounts given below reveal how many informants ex-
pressed their feeling of experiencing sex in the absence of prior knowl-
edge about sexuality. Sundari, a 33-year-old Thakur woman with four 
years of schooling, said: 
When I experienced it first time I was not knowing anything. I 
was very nervous and began crying over what is happening.
Ramvati, aged 19 years with education up to class 7, narrated her 
experience:
Yes I had a vague idea about the sexual relationship. My 
‘bhabhi’ (sister-in-law) told me a little about it before my 
gauna. She said that this was an inevitable part of a man-wom-
an relationship after marriage. She also advised me to do 
whatever he says and that I should not say `no’ to him any time. 
I would say that my bhabhi had tried to prepare me mentally 
about the things which happen after marriage. Still I felt so 
embarrassed. It was painful and I hated it. He was brutal too. I 
cried a lot when he left the room.
Our informal discussion with the women revealed that at the 
time of marriage two-thirds (76 out of 115) did not know anything 
about sexuality; the rest had some vague knowledge from their 
friends, bhabhi and books. Most of them learned about sex life only 
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by personal experience. On probing whether anybody had informed 
them about sex life before marriage, most of them answered nega-
tively and, as their answers indicate, most of them were not ready for 
the experience. Rupa, a 19-year-old illiterate woman from the Yadav 
community, said:
Today is the first time you are asking this type of questions, 
before this nobody asked or informed anything regarding this.
A 34-year-old illiterate Harijan woman with 5 children said:
Nobody had informed us anything. When time came, God 
taught us everything.
Kunti Devi, a 35-year-old woman, said:
Who could have prepared me for marriage and things that  
happened after that? I do not think it would have even  
occurred to my mother. She taught me about cooking, sewing, 
cleaning etc. but never these things. She must have thought  
I would learn it myself as she must have learnt it herself 
through experience.
Some of the informants (23 out of 115) reported that the first 
person who informed them about sex life was their husband. As  
Rajkumari recalled:
My husband explained me about the relationship between 
husband and wife. I do not remember the actual wordings but 
he explained to me that after marriage husband and wife have 
to live together. He showed me few photographs, how husband 
and wife live together. He showed me a book also, but because 
I am illiterate I could not read. He read and explained some 
of these things. Initially it was very embarrassing for me. I just 
kept quiet.
The analysis thus revealed that very few women had knowledge 
about sexuality or the sexual life which follows marriage. In a small 
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number of cases (about one-fifth) the husband was the only person 
who tried to inform and perhaps prepare them for sexual experience. 
Otherwise, in the majority of cases their first sexual encounter with 
their husband was not one of love and affection, but of power, where 
they had to give whatever their husband wanted from them. For most 
of them, who were very young girls in a strange place where they did 
not know anybody, their first sexual experience was frightening and 
instrumental in making them submissive to their husband’s wishes. 
Many felt that despite the trauma they experienced, they were not in 
a position to resist their husband’s sexual coercion. According to them 
it was the only way they could get the closeness and support of their 
husband in an in-law’s house which is traditionally known for being 
difficult and demanding of daughters-in-law.
Frequency of intercourse
Of the 122 women who answered questions on sexual behavior, 114 
provided information on the frequency of intercourse they generally 
have in a week. Initially we faced some hesitation before getting the 
required information. A few typical remarks include “you are asking 
too many useless questions, who keeps a count of it.” However, finally 
they opened up and many answered in their “code” words discussed 
earlier. For instance a 19-year-old young woman said:
Woh to roj he ‘bat-cheet’ karna chahte hai, lekin hum nahi, phir 
bhi hafta me char bar to ho hi jata hai. (He [husband] wants 
sex every day but I do not, still it happens four times a week.)
The analysis revealed that young women aged 15-20 (those who were 
married for less than five years) had intercourse on average 3–4 times 
a week. Frequency declined with age as it dropped to 1-2 times a week 
for women aged 26 to 35 years, but interestingly it increased again 
to two times per week for women aged 36 years and more. Probing 
revealed that older husbands, who often are less busy in work, seek 
more frequent sexual encounters.
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Refusal to have sex and sexual coercion
Getting information about sexual coercion was more difficult. For 
instance an informant aged 28 years who had provided considerable 
information about her sexual experience earlier commented:
Haven’t you already asked me enough? I feel shy in answering, 
don’t you feel shy in asking such questions?
Another 26-year-old educated Brahmin informant (who had stud-
ied up to class 8) commented:
Don’t talk about these things in village. Nobody is going to 
answer you on these issues as all this (shamelessness) goes on only 
in the city, not here
However, after persuasion, probing and several visits, 98 women 
answered our questions. Analysis of these answers showed frequent 
sexual abuse by their husband (Figure 11.1). For instance out of 98 
who answered all questions, 67 reported sexual coercion, 36 reported 
physical violence, 14 reported anger, while 17 reported sexual coer-
cion but did not give any details. About one-third of the women did 
not report any coercion by their husband.
A few women reported their sexual encounters not only as trau-
matic, unwanted or forced, but also as ‘rape.’ For instance, Girija, 
who had a difficult and forced sexual encounter with her husband at a 
very young age (13 years), commented:
Nobody would call this a normal sexual encounter. It can  
only correctly be labelled as ‘rape’ by her own man. Even now 
when it comes to sex, at time he gets violent when I resist or 
refuse to his sexual demands. He warns me, I will go for a  
second marriage. I tell him; ‘alright, it would be good for me 
also to get rid of a man like you - but I’ll see to it that I also  
get my fair share of the property. Yet in the end he finally gets 
what he wants.
264 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
FIGURE 11.1 Women’s reports of sexual behavior and sexual 

























Indrani, a 40-year-old illiterate woman, expressed her helpless state:
What could I do to protect myself from these unwanted preg-
nancies unless he agrees to do something? I feel so helpless. Once 
when I gathered guts and told him I wanted to avoid sex with 
him, he said what else have I married you for? He beats me for 
the smallest reasons and has sex whenever he wants. I never had 
the guts to put forth my wish to him again. Then I thought, 
after all wasn’t I born for this purpose? It is my duty to serve my 
husband and that is all that I should remember.
Rampati, a 26-year-old Paasi woman who got married at twelve 
and half years, said:
How could a twelve and half year old child enjoy that (sex)?
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Rampati’s sexual initiation has left her with a permanent sense of 
trauma. Talking about her present sexual life she said:
Of course there is violence when it comes to that. He has 
thrashed me, slapped and abused me several times when  
I refused to have it with him. He said, when I’ll have the  
urge, where will I go? Do you want me to go out, to someone 
else? What can I say after this? This is the last thing I would 
want. Look, (pointing towards her knees) just yesterday he  
beat me so hard that my knees are still hurting. I had  
refused to have sex with him. I told him I wasn’t liking it, at 
which he said would you like to have it with someone else,  
if not with me?
Shanti, a 17-year-old informant, said:
No, he never beats me but sometimes abuses me saying “What 
else did I bring you here for? Why did you marry at all? If you 
do not want to do it with me then go to your parents’ house. At 
last I would submit.
A number of studies corroborate the above observations. For  
instance 77 percent of the women interviewed in Delhi slums report-
ed that on a number of occasions their refusal to satisfy the sexual 
desire of their husbands led to conflicts: 33 percent reported forced 
sex, 27 percent were abused, while 9 percent reported physical vio-
lence. When the same question was asked of men, 33 percent admit-
ted refusal of sex by their wife, but only 9 percent reported forced sex 
or beating of their wives (CORT 1997b).
A large male reproductive health survey carried out in Uttar 
Pradesh (Evaluation Project, 1997) also revealed that almost three out 
of ten husbands reported having had sex when the wife was not will-
ing. The study also reported that about 23 percent of husbands had 
physically forced their wives to do so. Physically coerced sex was more 
common in rural areas and among younger couples (i.e., husband 
under 30 years or age). 
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Mechanisms used to resist and avoid submission to  
sexual abuse
While a majority of women reported that they submit to their hus-
band’s wishes, 30 percent were generally able to resist sexual coercion 
by their husbands. The mechanisms used include:
•	 Threat to start screaming, endangering his prestige.
•	 Threat to commit suicide if forced to have sex.
•	 Waking up young children who generally sleep with them.
•	 Reporting false or prolonged menstruation periods.
The following accounts suggest the dynamics of interaction which 
takes place in such situations. Guddi, 19 years old, who has studied 
up to class 8 and who experienced three pregnancies, said:
No he is not violent by nature but when it comes to that (sex), 
he does not agree even on my refusal. He scolds me; if you do not 
want it, I do. Only three days back he slapped me for that. I did 
not want that. I am always afraid I would get pregnant.
In the words of 18-year-old Rohini, who has passed high school:
When I refuse sex to him he gets abusive, slaps me, shakes me 
hard. At times he says, what good are you? If you can’t do this 
much for me, get out of this house. I will go for second marriage. 
Sometimes I agree but many times I did not agree and in such 
a situation, I warn him, I will kill myself if you do this force-
fully. I will take poison. At this he gets afraid that if it actually 
happened, the blame would go on him.
A 21-year-old woman, educated up to class 3, said:
 When I try to resist, he hits me with whatever comes in his 
hand. But when I say “If I start yelling and screaming, what re-
spect will there be left for you? At this he leaves me. He wouldn’t 
do it at the risk of his reputation.
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Similarly a 25-year-old illiterate Lodh (Scheduled Caste)  
woman said:
He gets angry, but can’t force now. Whenever I see what he’s up 
to and I am not in a mood, I wake my child up. As it is, I make 
him sleep between us. What can he do? Earlier when he used to 
force, I couldn’t do anything.
According to a 30-year-old illiterate Thakur woman:
Sometime I stop him by giving the excuse that I am having a 
prolonged menstruation. He just gets angry and leaves me alone 
but sulks and doesn’t talk for days.
Malti, a 23-year-old illiterate woman, said:
If I know that in next one or two days my period would start, 
then during those days instead of saying `no’ to him I just tell 
him that my period has started. Sometimes I tell him my period 
is still continuing. I know he does not like it but he keeps quiet.
The same thing was reported by Usha, a 25-year-old illiterate 
Dhobi woman:
He gets angry but doesn’t force. However, sometimes he doesn’t 
come home for two-three days.
Generally refusal and not yielding to husband’s coercion comes 
from relatively younger women, but not before having spent a few 
years of married life. In the initial stage of their married life, they were 
as compliant as other women.
All did not report sexual coercion 
As indicated earlier, about one-third of the women did not report 
any sexual abuse by their husband. Generally their comments were as 
follows: “we have understanding” or “no he does not force.” According to 
one of the informants, age 23:
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Sometimes when I do not have the mood, I tell him I do not 
want this time. Generally he ask a few questions `what hap-
pened?’ or `Are you alright?’, but then he never forces it.
It would be interesting to further analyze the profile of men who 
were reported to be better behaved with their wives. Similarly, it will 
also be important to analyze the profile of women who reported no 
sexual violence by their husbands. Such analysis would show some 
patterns having programmatic significance.
Discussion and Conclusion
This preliminary analysis of sexual coercion within marriage brings 
out many important findings. First, most of the girls at the time  
of their marriage have no knowledge about sexuality and the mecha-
nism of pregnancy. Because of this, they are not prepared for the sex-
ual life which suddenly starts after marriage. Often it is shocking for 
them and has adverse psychological consequences. For many, sexual 
union becomes repulsive and remains only a means of enjoyment for 
their husbands.
The study reveals frequent sexual coercion within marriage. 
Husbands take as their ‘right’ to have complete control over the body 
and sexuality of their wives. The prevailing social structure and value 
system supports and perpetuates this assumed ‘right’ and is reflected 
in the comments of the informants, who feel that their role as wife 
is one of resignation. In fact, the subordinate position in society to 
which the women have been subjugated for centuries has not only 
suppressed their self-esteem but also has conditioned the thinking 
process of many women. It is partially reflected in two studies in 
which women were asked whether wife beating for refusing sex is 
justified; 15–30 percent of women answered in affirmative (CORT, 
1997a). Although less than one third of the women said that beating 
in that situation is justified, it reflects serious debasement of female 
status among that minority. 
This study contradicts the general belief that women are subject-
ed to sexual violence and rape largely by strangers or ‘outsiders.’ Our 
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data show that it is the insiders—the husbands—who are the main 
perpetrators of sexual coercion and abuse. This pattern also serves as a 
mechanism to keep women submissive to their husband’s wishes.
Another observation is that women’s resistance to sex, and the 
resultant sexual violence, often arises from their fear of unwanted 
pregnancy. According to the present study, most of the women had 
experienced two or more unwanted pregnancies (CORT, 1996a). 
Women’s limited access to safe and effective contraceptives, coupled 
with their lack of control over sexuality, exposes them to unwanted 
pregnancies and higher rate of maternal morbidity as well as mortality 
arising from pregnancy complications. 
Refusal of sex to their husbands could also be a reflection of 
women’s desire to assert some sense of autonomy and self-esteem. 
Though that set of motives was not clearly revealed in their state-
ments, it could be suggested by the fact that the refusal to submit to 
the sexual desires of their husbands generally came from younger and 
literate women. 
A schematic diagram of the dynamics of sexual violence within 
marriage emerging from this study is presented in Figure 11.2. A 
major limitation of this framework is 
lack of understanding of men’s sexual 
behavior and the motivation that 
leads to their violent behaviors. An 
equally important aspect is to under-
stand the changes which are taking 
place from the men’s perspective and 
the influence of such changes on 
their sexual behavior.
Systematic and persistent ad-
vocacy and remedial measures are 
required to address the violence 
women face in their own families 
and other social contexts. No single 
intervention can change the situation 
“ This study contradicts the general belief that 
women are subjected  
to sexual violence and 
rape largely by strangers 
or ‘outsiders.’ Our 
data show that it is the 
insiders—the husbands—
who are the main 
perpetrators of sexual 
coercion and abuse.”
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unless a well-conceived plan of action addressing the socio-economic 
and legal rights of women is developed and implemented. Education 
of women, educational campaigns to inform women about their rights 
and legal protection, and a sustained effort to sensitize men to bring 
about gender equality would contribute significantly to reducing such 
 sexual violence. To carry out such programs will require both resourc-
es and strong political commitment. 
In the short term, however, some immediate initiatives may be 
taken to reduce the abuse of women. The first and perhaps the most 
important would be introduction of family life education through 
various channels and forums, both formal and informal, to sensitize 
adolescent boys and girls about gender equality, the need for commu-
nicating between sexual/marital partners, and preparing them for their 
married life and contraception. Such an educational program could 
go a long way toward reducing the trauma that young girls experience 
immediately after marriage and subsequently in their married life. 
This can also help in reducing their feelings of revulsion toward sexual 
relations, which some of them develop after their initial “shocking 
experience.” Proper orientation about gender issues, rights and duties 
of family life and reproduction could make sexual life enjoyable for 
both partners. It could also reduce various worries related to the first 
pregnancy and birth of the child.
Similarly, interventions aiming to increase accessibility of women 
to safe and effective contraception, helping them to avoid unwanted 
pregnancies, would at least reduce some of their negative experience 
and help them to enjoy a safe sexual life. It may even help marginal-
ly reduce sexual coercion since refusal for sex is often motivated by 
the fear of unwanted pregnancy. However, it is important to under-
line that fear of unwanted pregnancy is only one of the reasons why 
women choose not to have sex with their husbands. Other possible 
reasons, such as using it as an expression of assertion for their sense of 
autonomy and pride or expression of frustration and anger, could be 
addressed only by bringing about better gender equity and involving 
men as responsible partners.
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Pregnancy as a Determinant 
of Gender-Based Violence
Bella C. Patel 
M.E. Khan
Worldwide a host of harmful behaviors are directed against girls  
and women. These include verbal and physical abuse of wives, dowry- 
related murder, sexual assault, marital rape, life-threatening depri-
vation, forced prostitution and female genital mutilation. According 
to Article 1 of the Declaration on the elimination of violence against 
women, gender-based violence includes “Any act of gender-based vio-
lence that results in, or is likely to result in, physical, sexual or psychological 
harm or suffering to women, including threats of such acts, coercion or 
arbitrary deprivations of liberty, whether occurring in public or private 
life” (United Nations General Assembly, 1993).  The most pervasive 
form of gender-based violence is the abuse of women by intimate male 
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partners (Heise et al., 2002). A review of 50 population-based studies  
in 36 countries shows that  between 10 and 60 percent or more of ever- 
married or partnered women have experienced at least one incidence of 
physical violence from an intimate partner (Heise et al., 1999).
The WHO multi-country study on women’s health and domestic 
violence against women (2005) noted that physical or sexual violence or 
both by an intimate partner reported over a lifetime varied widely from 
15 percent in Japan to 71 percent in Ethiopia, with prevalence estimat-
ed in most countries ranging from 30 percent to 60 percent. Moreover, 
physical violence is almost always accompanied by psychological abuse, 
and in one third to over half of the cases, by sexual abuse (Ellsberg et al., 
2000; Koss et al., 1994, Yoshihama and Sorenson, 1994). The World 
Bank estimated that rape and domestic violence account for 5 percent 
of the healthy years of life lost to women of reproductive age in devel-
oping countries (World Bank, 1993). The health burden on women 
from gender-based violence is similar to that posed by HIV infection 
and tuberculosis. For instance, the healthy years of life lost due to rape 
and domestic violence account for 9.5 percent of the global health 
burden for women aged 15 to 44; this was similar to HIV/AIDS, which 
accounts for 10.6 percent (World Bank, 1993). Moreover, comparative 
data from Uttar Pradesh and Tamil Nadu suggest that the association 
between violence and fetal death is higher where women are compara-
tively powerless and patriarchy is stronger (Jejeebhoy, 1998a).  
Worldwide, studies identify a consistent list of events that are said 
to provoke or spur violence. Spousal disparity in educational attain-
ment and marital age, lack of autonomy within the home, dowry pres-
sure, unemployment, alcoholism and poverty are linked to high rates 
of domestic violence in India (Jejee-
bhoy, 1998b; Mahajan and Mad-
hurima, 1995). Also included are not 
obeying one’s husband, talking back, 
not having food ready on time, fail-
ing to care adequately for children or 
the home, questioning one’s husband 
about money or girlfriends, going 
“ Around the world, about 25 percent of 
women are physically or 
sexually abused during 
pregnancy, usually by their 
partner.”
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somewhere without husband’s permission, refusing sex to husband, or 
demonstrating suspicious behavior or infidelity (Jejeebhoy, 1998b; Vis-
aria, 1999; Khan et al., 2006). In many developing countries women 
share the notion that men have the right to discipline their wives by 
using force (IGWG/CHANGE, 2002; Nair et al., 2003).
Violence affects women’s sexual and reproductive health through 
multiple pathways. There is an indication that violence increases during 
pregnancy. Around the world, about 25 percent of women are phys-
ically or sexually abused during pregnancy, usually by their partner. 
Estimates of violence during pregnancy range from 3 percent to 11 
percent among adult women and up to 38 percent among adolescent 
mothers (Heise et al., 1999). Violence before and during pregnancy 
can have serious health consequences for women and their children. 
Pregnant women who have experienced violence are more likely to 
delay seeking antenatal care, to gain insufficient weight, have a histo-
ry of STIs, unwanted or mistimed pregnancies, and bleeding during 
pregnancy. Violence during pregnancy has been associated with mis-
carriage, late entry into prenatal care, stillbirth, premature labour and 
birth, fetal injury, and low birth weight, which itself is a major cause of 
infant death in the developing world (Bullock and McFarlane, 1989; 
Curry et al., 1998; Heise et al., 1999; Murphy et al., 2001; Parker et 
al., 1994). Extreme stress and anxiety provoked by violence during 
pregnancy may lead to pre-term delivery or reduce women’s ability to 
obtain nutrition, rest, exercise, and medical care. In a study in 1996 of 
all maternal deaths in over 400 villages and 7 hospitals in three districts 
of Maharashtra, Ganatra revealed that 16 percent of all deaths during 
pregnancy were due to domestic violence (Ganatra et al., 1996).
Until recently, most studies have focused on the prevalence and 
nature of gender-based violence. Recently program implementation 
organizations are testing models on how violence can be prevented 
and exploring the feasibility of scaling up such interventions. Both 
qualitative and quantitative studies are required to understand the 
dynamics of gender-based violence, the reasons behind it and the 
consequences for the health of women, and the quality of life of wom-
en’s families. Of particular importance is further research on violence 
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experienced by women during pregnancy, as the consequences can be 
especially serious for both the woman and the fetus. 
Objectives of the Study
This study was undertaken to understand whether pregnancy was one 
of the determinants of violence against women. Specific objectives of 
the study were:
1. To assess changes in the work activities of women during preg-
nancy and the postpartum period;
2. To determine whether these changes during pregnancy and the 
postpartum lead to violence; and
3. To understand the nature of help and attention women re-
ceived, if any, from their husband/ partner during this period. 
Data
The study was conducted in two talukas—Savli and Pavijetpur—in 
Vadodara district, Gujarat, India. A taluka is the smallest adminis-
trative unit in rural area consisting of a population of 100,000 to 
130,000 spread over 80–100 villages. To understand the differences in 
violence against women during various stages of pregnancy and post-
partum, the total sample of women informants was drawn from four 
categories: a) non-pregnant, b) early pregnancy, i.e., women less than 
6 months pregnant, c) late pregnancy, i.e., women 7–9 months preg-
nant, and d) postpartum, i.e., up to 42 days after delivery. An attempt 
was made to collect 30 cases from each of the four categories on the 
condition that no less than 15 women should be included in any cat-
egory. In both talukas, auxiliary nurse midwives were contacted to get 
the names of women in different categories. A total of 123 women, 61 
from one taluka and 62 from the other taluka, were interviewed. 
To assess the changes in work activities during different stages 
of pregnancy, each respondent recalled her time use in last 24 hours. 
Each woman was asked to narrate all her activities from the time she 
got up in the morning till she went to sleep at night, in the same 
sequence in which they had occurred. For each activity probing was 
done on the amount of time they had taken to perform the work. To 
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ensure that women had not omitted any activity, a well-tested activity 
check list was used to ensure that she had not forgotten any activity 
that she might have done yesterday.
Data were collected using a semi-structured interview tool and in-
formal discussions. Informants were probed on work activities during 
and after pregnancy, attitudes and personal experience of violence, 
and sexual behavior during and after pregnancy. Women’s suggestions 
for reducing violence against them were also sought. 
Findings
Profile of the women 
The background characteristics of the women interviewed are given in 
Table 12.1. The majority (82 percent) of the women interviewed were  
in the young reproductive age group (20–29 years). The average age of the 
women was 26 years; while their husbands were three to four years older 
(average 29 years). About half of the women had completed 10 or more 







Education (in years of schooling)
 Illiterate or up to 5 24
 6–9  35
 10 or more  64
Age at marriage (years)
 <17 69
 18 10
 19+  44
 Median age 18
Occupation
 Housewife 68
 Non-agricultural laborer 39
 Cultivator 8
 Service/other  8
Total (N) 123
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years of schooling, while only one-fifth of the informants had primary or 
less of education. The average age at marriage of the informants was 18 
years. More than half of the informants (56 percent) were married before 
reaching their 18th birthday, the legal age of marriage for girls in India.
All women had experienced at least one pregnancy; about a fifth 
had experienced two pregnancies while more than half (52 percent) 
had experienced three or more pregnancies. More than two thirds 
women had two or more living children. More than one fourth had 
lost one or more pregnancies either as a stillbirth, spontaneous abor-
tion or induced abortion.
Women’s opinion of their husband
A majority (75 out of 123) of the women reported that their hus-
bands were polite and caring. One-fourth said that their husbands 
do not get angry easily. However, 8 out of 123 women felt that their 
husbands were authoritarian and cannot tolerate any questioning or 
refusal. Nearly all (92 percent) of the women believed that they could 
talk freely with their husband on any topic without fear. A few (10 
out of 123) said that they cannot talk freely because their husbands 
are short tempered and are afraid of talking to them as they may start 
scolding her.
Work activities during pregnancy and post-partum
The work pattern as reported by four categories of women is summa-
rized in Table 12.2. Except for household work, other activities are 
presented in broad categories rather than sub-categories in which the 
data was collected. Household chores such as washing utensils, prepar-
ing food, cleaning home, washing clothes and childcare were done 
by most of the women during all stages of pregnancy. Fetching water, 
which is a common activity of women, was carried out at all stages 
of pregnancy, though in the early and late months of pregnancy it is 
reported by a smaller number of women. 
It is important to note that women had to do work even during 
the postnatal period. Generally these women had no support in the 
family and had to fetch water themselves. While there was a slight 
decline in work activities, some activities took place even in the 
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advanced months of pregnancy such as wage earning, social visits, 
unpaid family work like animal care, selling milk or carrying it to 
dairy collection center, or working on the farm and collecting fuel for 
cooking. Women cannot stop carrying out these activities as they have 
direct economic value for the family. Informal discussions with women 
revealed that wage-earning activities often continued till the last stage 
of pregnancy. A few women even resumed their usual activities imme-
diately after delivery. In the tribal area of Pavijetpur, it was often men-
tioned that women would work till the last moment of pregnancy (even 
go for delivery from the agricultural field) and would resume work as 
soon as possible. Jassi, an illiterate woman from a nuclear family with 
three young children, was interviewed a day after delivery. She was 
cooking and had just finished most of her household work. She said:
Who will do household chores? I went for delivery from the field 
and had normal delivery and came back here yesterday. I have to 
cook food otherwise my children will starve.
TABLE 12.2 Number of women reporting activities carried out yesterday 
by pregnancy status
  Early Late 
 Non- pregnancy pregnancy Post- Total 
Activities done yesterday pregnant (<6 mo.) (7–9 mo.) partum no. %
Household chores  
Washing clothes 25 21 21 15 82 66.7
Fetching water 25 18 18 5 66 53.6
Home cleaning/mopping floor 32 25 28 4 89 72.3
Preparation of food 33 28 31 10 102 82.9
Washing utensils 29 24 31 – 84 68.3 
Mending clothes  8 5 1 – 14 11.4
Preparing beds 18 7 8 3 36 27.3
Cleaning of wheat or grain 
  for storing  5 6 4 – 15 12.2
Child care 30 22 21 18 91 73.9
Wage earning 10 4 5 1 20 16.3
Unpaid family work 16 21 25 8 70 56.9
Self care 30 28 27 19 104 84.5 
Husband care  23 13 1 –  37 30.0
Social visit 5 4 1 1 11 8.9
Leisure 22 15 18 5 60 48.8 
Number of women interviewed 34 29 33 27 123 
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Leisure activities like sitting and chatting with other family mem-
bers or neighbors, watching T.V. or just doing nothing was reported 
by only half of the women; this is not much change compared to 
non-pregnant and pregnant women. However, in the postpartum pe-
riod leisure time was reported less often, probably because the mother 
has to take care of the newborn.
Out of the 123 women interviewed, 90 were contributing to 
household income either directly by wage earning (20) or by carrying 
out unpaid family business work (70). Probing revealed that 30 of 
them continued working till the 7th to 8th month of pregnancy and 22 
till the 9th month of pregnancy. Poverty was the main compelling force 
as many of them reported that they needed to work in order to eat. 
A few (5) women also said that if they would not do any work, they 
would receive an insulting comment from their mother-in-law. After 
delivery they got some rest (around 3-5 weeks) from wage and un-
paid family labor. However, some women (9) said that they resumed 
income-generating work from the first or second post-partum week.
Analysis of the time spent on the activities of a typical day during 
pregnancy and the post-partum period showed that on an average a 
woman spent 1 hour 12 minutes to 3 hours 50 minutes depending 
on her pregnancy status (Table 12.3). Those who were working for 
wages on an average spent four hours. Time spent on unpaid family 
work varied from 50 minutes to 2 hours 10 minutes. Even during the 
post-partum period, 8 women had to work on unpaid family work 
and on average they spent 1 hour and 20 minutes when the activity 
was performed (Table 12.3).
The study showed that most of the women did most of the house-
hold chores, animal care, unpaid family work and husband care before 
and during pregnancy. For the majority of the women there were 
very few changes in these duties except care for their husbands.  The 
number of women giving care for their husbands dropped substantial-
ly from 23 (90 percent) to 13 (74 percent) during early pregnancy to 
one in the late pregnancy and none during the post-partum period.
The study attempted to find out whether pregnancy and changes 
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post-partum cause tension and conflict in the family. Out of 123 
women, 25 women reported conflict or tension either with husbands, 
in-laws or both (Table 12.4). Most of the remaining 98 women (80 
percent) did not report any tension or conflict resulting from changes 
or less attention during various stages of pregnancy with husband, in-
laws or children. 
Prevalence of violence experienced during the past year
Probing into experience of mistreatment during the past year showed 
that 65 women were criticized for their work and lack of skills. As one 
informant said, “They call me puhar” (taunting that I have no skills) 
(Table 12.5). Another 57 women mentioned that they were emotionally 
blackmailed and scolded in front of others. Physical violence (slapping or 
severe beating) was reported by 24 women; 8 women reported having sex 
when they did not want it. Probed on regularity of such violence, only 13 
percent felt that it was regular and most of them referred to scolding or 
emotional blackmailing. Most of the remaining women mentioned that 
they experienced violence some times or less frequently. About 19 percent 
TABLE 12.5 Reported experience of violence during 
the past year (N=123)
Form of violence Number
Criticizing her work/work skill  65
Emotional blackmailing/scolding 57
Slapping 15
Pulling of hair/severe beating 9
Forced sex when as not wanting  8
No care during pregnancy 10
Other 4
TABLE 12.4 Tension or conflict caused by changes or less attention 
during pregnancy or post-partum period
 Non- Early Late Post-  
Tension or conflict caused by: pregnant pregnancy pregnancy partum Total*
Husband 5 5 6 2 18
Mother-in-law/Father-in-law 5 3 3 3 14
Total number of women  10 8 9 5 25
*The number adds to more than 25 because 7 women reported tension both with husband and in-laws.
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of women reported increase of any type of violence during pregnancy or 
in post-partum period. The analysis did not show any change in the level 
or intensity of reported violence except criticizing of work. In this case, 
out of 65 women who had reported criticism for their work, 10 said that 
it had increased during pregnancy and postpartum. For all other types of 
mistreatment, women said that it did not increase during pregnancy but 
continued as before or was reduced a bit.  
Sexual behavior during pregnancy and post-partum
Seventy-seven women reported reduction in the frequency of sexual 
activity, while 42 women (one-third of the total women) reported that 
the frequency of their sexual activity with their husbands remained 
similar during pregnancy or post-partum. Only 2 women said that the 
frequency had increased (Table 12.6). About three-fourths of the 123 
women said that sex was avoided for some months during pregnancy. 
Respondents said:
He (husband) understands that during pregnancy we should not 
have a (sexual) relationship.
One should not have sex after the 4th month because if the 
foetus is a female, it will have bad moral effect on the girl.
How can the father interact if the foetus is female?
My husband does not force me for sex. He thinks aaj nahi to kal 
(If not today, we will have it some other day).
TABLE 12.6   Sexual behavior during pregnancy and post-partum period
  Number of women
Change in frequency of sexual relationship during pregnancy 
 Reduced 77
 Remained same 42
 Increased 2
 Can’t say 2
Resumption of normal sexual life after delivery  
 7–30 days 6
 60 days 66
 90 days 26
 120+ days 25
Total number of women interviewed 123
284 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
About 39 percent of women (48) believed that men go “outside” 
to other women for sex when their wife is away at her parents’ home 
for delivery or resting during pregnancy and the post-partum period. 
As to resuming their normal sexual life, most women responded 
that it becomes normal after 60 to 90 days; though a few (6 women) 
reported resumption of sexual life within 7–30 days while a few also 
mentioned 150 or more days. Such late resumption of normal sexual 
life happens mainly when the woman goes to her parents’ home for 
rest after birth of the child. 
Sexual coercion during pregnancy and post-partum
Half the women reported that they refused to have sex with their 
husband because of their present condition or tiredness in the last 
three months. While 14 out of 61 women had refused to have sex 
once or twice, for others it was several times. For example, 27 out of 
61 women refused sex to their husband around 3 to 4 times in the last 
three months, while 20 women refused sex 5 or more times in the last 
three months. 
About half of the women’s husbands (32 out of 61) understood 
the reasons for their wives’ refusal to have sex and agreed. Among  
the remaining 29 women who refused sex to their husband, 12  
women reported that their husband scolded or abused them. An-
other 11 women reported that their husband used other ways to 
express anger, often using emotional blackmail such as not speaking 
to her, staying outside the home for a longer time, or not eating food 
at home. In addition, 10 women reported forced sex by their hus-
band during the last three months, and in 6 of these cases this had 
happened three or more times. A majority of the women (51 out of 
61), however, said that their husband had never behaved violently in 
response to refusal of sex. 
Help during pregnancy
All women were asked whether their husband extended any help 
during the current pregnancy or the last pregnancy. Table 12.7 shows 
that nearly two-thirds (77 out of 123) of the women said that their 
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husbands took responsibility for certain household work which 
women were doing earlier. Women mentioned that their husbands 
helped in fetching water, cooking, child care, household work, animal 
care, lifting heavy objects, keeping the home clean, taking care of their 
own work, and doing all outside work. A few husbands advised other 
family members to help their wives. 
Two-thirds of women also said that their husbands became less 
demanding for moderate to heavy work out of concern for their preg-
nant wives. Women said:
He now takes care of our child, and helps in fetching water and 
cooking food.
He often brings food from the hotel.
He does not let me wash clothes or do heavy work.
He kept a maid servant for washing clothes.
He eats whatever is prepared and is less demanding for tasty food. 
He does not say no to any work I request.
Husband’s involvement in antenatal care
Women believed that during pregnancy men were more concerned 
about wives’ health and their need for an antenatal care (ANC) check-
up. As Table 12.8 shows, a majority of women (69 out of 123, 56 
percent) believed that their husbands were more concerned about their 
TABLE 12.7   Help extended by husband during pregnancy (N=123)
Number reporting help from husband in household work  77
Nature of work done by husband
 Fetching water/Lifting heavy items 26
 Preparation of food 23
 Child care  19
 Other household work 11
 Animal care (cleaning, feeding, etc.,) 8 
 Asks other family members to work/help 4
 Does all outside work like see off child to school  8 
Percent saying that husband is less demanding for work which causes physical exertion 78
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health and food during pregnancy or postpartum period, and more 
than three-fourths of the women were advised or helped by their hus-
bands in getting antenatal care. More specifically, many husbands took 
their wives to a doctor for an ANC checkup or advised her to go to a 
doctor (32 out of 95 women), reminded her to take medicine or gave 
medicines regularly (16), brought medicines from the market (20), ad-
vised her to eat adequately (14) and/or asked his wife to take rest (14).
TABLE 12.8 Husband’s role in antenatal care
 Number
Women’s perception of husband’s concern about  
 their health during pregnancy/post-partum period 
  More concerned 69
  Observed no change 37
  Less concerned  17
Number of women reporting husbands 
 Advised or helped in getting antenatal care 95
 Did not report such care  28
Husband’s help during antenatal care* 
 Took to doctor or advised to go to doctor 32
 Reminded/gave regular medicine 16
 Brought medicines/paid for medicines 20
 Advised for adequate eating 14
 Advised to work less at home/take rest  14
 Helped in the house work 6
 Accompanied for ANC  88
Whether husband volunteered to accompany wife to  
 ANC visit or had to be asked for it 
  Husband himself decided to accompany 51
  Accompanied on request 37
  Did not go to clinic 35
Informant’s perception of how husbands express  
 concern for wife’s food/health* 
  Took care of food/gave nutritious food  43
  Gave food she liked  20 
  Enquired whether she had taken food  11
  Asked her to take rest during the day  14
  Took her to doctor in case of any problem 22
  Brought medicines and enquired whether being 
     consumed as per advise   15
  Helped in household work and or asked other family 
    members to take care of the work 9
   Not concerned 17
Number of women interviewed 123
* Indicates multiple response question. 
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Eighty-eight out of 123 women (72 percent) reported that  
their husbands accompanied them to a doctor for an ANC check-
up. In a majority of cases, the husband himself decided to accompa-
ny her (51 out of 88), while a smaller number (37 out of 88) did  
so when the wife requested. Thirty-five women (28 percent)  
reported that their husband never accompanied them to the clinic 
for ANC check-up.  
About a third of women said that their husbands took care of 
their food (43 women), brought the type of food she liked (20), asked 
whether she had eaten (11 women) and took her to the doctor and 
brought the required medicine if prescribed (15 women). Women 
were asked whether their husbands had provided money for medical 
care or purchase of medicine; 80 percent (98 of the 123) answered 
positively though 5 of them said that he provided it unwillingly. Nine 
women said that their husband did not provide the required resources 
while in 16 cases such need was not raised. 
Suggestions to Reduce Violence
More than half (66 of 123) the women interviewed suggested that 
the couple should understand each other (41 women) and listen to 
each other (25 women). Once they start understanding and listening 
to each other, the chances of conflict are reduced significantly. Other 
suggestions were that women should be tolerant (28 women), not 
retaliate in response to what their husbands say or do (16 women) and 
do household work better (10 women) (Table 12.9).  Only 3 women 
said that their husband had to give up bad habits such as gambling 
and drinking. 
The role of parents in reducing husband–wife conflict was also 
mentioned by almost all the women. Women mentioned that parents 
should not get involved in wife–husband conflict and if they do get 
involved, they should talk to both the husband and wife. Seventeen 
women felt that one’s husband’s parent should play a bigger role by 
asking their son to be tolerant, understanding his wife’s feelings and 
trying to meet their expectations too. 
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Discussion and Conclusion
In the interviews and discussions with women, there was no evidence 
that violence against women increased during pregnancy. It appears 
that conflicts with husbands and the extent of abuse did not change 
in the different stages of pregnancy. In the majority of cases, hus-
bands showed more care and concern, and tried to ease the burden 
of work, as well as paying attention to their wives’ medical needs. A 
multi-country study by WHO showed that among ever-pregnant 
women, the prevalence of physical violence by an intimate partner 
during pregnancy ranges from 1 
percent to 28 percent. In most cas-
es, violence experienced in pregnan-
cy was a continuation of violence 
experienced previously. For majority 
of women who were abused during 
pregnancy, the nature and extent of 
violence were similar or less severe 
(WHO, 2005). 
Any violence during pregnancy is particularly serious, and can 
cause harm to the fetus and damage the health of the pregnant wom-
an. A recent study by the Population Council showed a similar trend 
in Uttar Pradesh, India; 9.6 percent of women reported the same level 
of emotional violence during pregnancy in comparison with when 
TABLE 12.9 Suggestions given by respondents to 
reduce domestic violence
Suggestions Number
Understanding each other  41
Take care of each other/listen to each other  25
Wife should tolerate/listen to what husband says 28
Should not retaliate 16
Do the home work properly 10
Will decide not to fight/should not fight 6
Other 7
Total number of women interviewed 123
Note: Multiple response question, so numbers do not add to 123. 
“ Any violence during pregnancy is particularly 
serious, and can cause 
serious harm to the fetus 
and damage the health of 
the pregnant woman.”
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they were not pregnant. Also, the same level of physical and sexual vi-
olence during pregnancy (compared to when they were not pregnant) 
was reported by 7.3 percent and 6.3 percent of women respectively 
(Ahmad et al., 2011). 
Although this study in Gujarat is only from one district and with 
a small sample, the sample of women covered ranged from non-preg-
nant to stages of pregnancy and post-partum. Presently there are few 
studies on this topic and it is recommended that more studies be 
conducted to explore this issue. 
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Qualitative and Quantitative 
Research Methods for 
Understanding Issues of 
Masculinities, Sexuality, and 
Gender Equity
Pertti J. Pelto
The chapters in this volume contain a mixture of qualitative and 
quantitative studies on a theme of high relevance for the MDGs but 
also of considerable complexity methodologically. In this discussion I 
will not try to cover “everything” about these research methods. Rath-
er, my aim is to highlight some key ideas and guidelines for effective 
mixtures of the two complementary approaches to getting useful data 
about gender equity, masculinity, sexuality, and related topics. 
There is now a very large research literature from South Asia on 
sexuality, sexual health, and gender issues, though a considerable part 
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of this literature is in the “gray area” of research reports at Population 
Council, International Center for Research on Women (ICRW), and 
dozens of other large and small non-governmental organizations. 
Those important sources are increasingly available through Internet 
browsing and through electronic exchanges of manuscripts among 
active researchers.
Increasingly the gold standard for research in areas such as sexual-
ity, gender relations and other social issues is to begin with qualitative, 
exploratory data-gathering. Mixtures of qualitative data-gathering 
approaches are very useful for identifying key research questions and 
important nuances of language (how to ask the right questions), as 
well as to identify special subgroups that will be important in a larger, 
quantitative study. Also, exploratory studies are important for iden-
tifying the “natural boundaries” of study communities. Unlike most 
quantitative survey projects, qualitative data-gathering often includes 
several different data-gathering techniques. In-depth interviews are a 
core data-gathering method, but mapping activities, group discussions 
and various participatory research approaches (PRA) are also useful.
One of the very important aims of qualitative research is to identi-
fy the parameters—the components—of complex domain variables 
such as “masculinity” and “women’s empowerment” or the “right to 
decide” in specific study areas. Recent community-based research has 
given new insights into the complexities of many key concepts, which 
cannot be operationalized through just one or two simplistic “yes-
no” variables. For example, the definition of “unmet need for family 
planning” is linked to responses to two survey questions of whether a 
woman would like to have a pregnancy now or in the near future, and 
whether she is currently using a contraceptive. If she responds “no” 
to both questions, she has by definition an unmet need for family 
planning. A woman’s ability to decide about these issues is linked to 
her empowerment, social dimensions of gender equity and her rela-
tions with at least one partner. The meaning then of the responses and 
their implications for service delivery are much more nuanced. That 
is to say that our understanding of key variables has become much 
more complex, partly because of effective qualitative data gathering. 
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Accordingly researchers have developed more sophisticated tools for 
capturing those variables in quantitative surveys. 
In the area of “masculinity,” researchers have used open-ended 
free-listing techniques to generate the concepts that different groups 
of men and women associate with maleness and “ideal manhood.” In 
those free-listing explorations the researchers quickly learned that the 
results are different when different terms for “maleness” and “mascu-
linity” are used. Some terms, such as “mardangi” (“manliness” in Hin-
di), are more “sexually slanted” than phrases such as “adarsh mard” 
(ideal man). “Masculinity” is a very complex domain, and people refer 
to many different indicators when they are asked to list the qualities 
associated with the concept. In Bangladesh, for example, the following 
are some of the qualities that researchers encountered: “Honest and 
strong character, fearless/courageous, hot 
blood/anger in nature, strong physique, 
controls wife, maintains strict discipline 
in family, strong sexual urge/sex many 
times on the same night, satisfies sexual 
partner.” (see Chapter 5). The study 
of migrant workers from Odisha 
(Chapter 6) shows how more refined 
analysis of “masculinity” required 
examination of three separate sub-do-
mains within the concept. Several 
of the studies in this volume relied 
heavily on in-depth interviews to cap-
ture the language nuances of specific 
topical domains.
The chapter about female garment workers in Dhaka (Chapter 3) 
used qualitative in-depth interviews to produce examples and de-
scriptions to give clearer meaning for some of the quantitative survey 
results. Concerning the fears of sexual harassment experienced by 
the workers, for example, the qualitative interviews provide us with 
a better understanding of the kinds of situations that happen in the 
course of young women’s commuting to and from their workplaces. 
“ One of the very important aims of 
qualitative research is to 
identify the parameters—
the components—of 
complex domain variables 
such as “masculinity” and 
“women’s empowerment” 
or the “right to decide” in 
specific study areas.”
296 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
That example shows that sometimes we need to have good in-depth 
interviews after the quantitative survey data-gathering to gain insights 
into the meaning of behaviors.
A different approach to the qualitative research component is 
found in the chapter on sexual violence in marital homes (Chapter 
10). The researchers selected a sample of 158 women for in-depth 
interviewing using a semi-structured instrument. These interviews 
provided the descriptive quotations concerning domestic sexual 
violence, and also allowed for small-scale numerical presentation and 
analysis, including cross-tabulations. Thus, in that study, the quali-
tative materials were treated somewhat as a parallel analysis with the 
quantitative data. The two kinds of data in that study provided a form 
of triangulation of the main findings.
One of the most important advantages of qualitative, in-depth 
interviewing is that, with skilled interviewers, enough rapport and 
trust can be developed so that the informants can be more open and 
revealing about sensitive matters. With that in mind, we are especially 
interested in the data in Chapter 12 on pregnancy as a determinant 
of gender-based violence, in which over 90 percent of the women said 
that they can discuss matters freely with their husbands. A finding 
of that sort in a strictly quantitative survey would have less value, as 
many women would be likely to give a “socially acceptable answer,” 
instead of giving realistic responses.
When planning research on complex topics such as the studies in 
this volume, researchers should consider very carefully which strate-
gies of qualitative research make the most sense in relation to develop-
ing useful and comprehensive information through a combination of 
qualitative and quantitative data-gathering. 
Qualitative Research as an Inductive Approach
Qualitative data-gathering is very often carried out as an inductive, 
exploratory procedure. That means it is usually most appropriate as a 
first phase of research (exploring the landscape of information) from 
which more refined procedures can be constructed in a quantitative 
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survey, or perhaps a carefully structured qualitative interview phase 
with a random sample of cases. The basic point about good qualitative 
research is that, despite the exploratory, descriptive objectives, it is still 
very useful to include some quantitative treatment of the semi-struc-
tured in-depth interviews.
In any study involving complex behaviors such as “domestic 
violence,” “risky sex,” and “masculinity,” researchers should always 
gather descriptive data about the given behaviors in different sectors 
of the intended study populations, with special attention to variations 
among different sub-groups and different micro-environmental situa-
tions. In addition to the actual behaviors, researchers must also collect 
information about the language, including slang terms that refer to 
the given behavior. For example, study of “risky sex behavior” among 
men requires a preliminary “inventory” of the different kinds of sex 
partners, which may be locally labeled as “sex workers” (with various 
slang terms), “neighbor women,” “taxis,” “girl friends,” “aunties,” “bar 
girls,” “brothel women,” “call girls,” “cousins,” “co-workers,” “class-
mates,” and other designations (which can be quite different depend-
ing on the location of the research). The locations of sexual activities 
can also be indicators of “riskiness,” along with related behavioral 
features, such as alcohol use in relation to sexual activities. All these 
features need to be studied through qualitative data-gathering before 
launching a large quantitative survey or other major research in a 
study population.
Studies of special populations such as the garment workers in 
Bangladesh (Chapter 3) should first explore with key informants 
about the work conditions inside the garment factories, and also 
include in-depth interviews with a few garment workers to find out 
about working histories, problem areas, and reactions of family mem-
bers to their income-earning activities. Very often a few interviews 
with experienced, knowledgeable key informants can quickly develop 
a preliminary framework for preparing a systematic research design. 
As a general rule, researchers in complex sensitive areas such as 
sexuality and masculinity should always explore for local language and 
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local concepts in order to operationalize key variables such as different 
aspects of “masculinity” “sexual health,” “empowerment” and others.
Mapping: A Neglected Research Technique
Mapping is an extremely important tool for developing preliminary 
information about specific study populations (Pelto 2005). In  
the examples in this set of studies, there is little mention of  
mapping, but some mapping activities are implied in the chapters.  
For example, in the study of garment factory workers, researchers 
had to identify neighborhoods in Dhaka having considerable  
numbers of garment workers. Although the researchers did not 
mention specific mapping processes, it is clear that some sort of 
geographical locating process was essential to the definition of their 
sample population. 
Similarly, the paper on construction of gender and sexual  
identities among young men in Dhaka (Chapter 4) apparently 
involved preliminary geographical analysis, as the researchers report 
that the neighborhood of Demra (in urban Dhaka) was “ideally 
suited” for their qualitative study, which involved the organization 
of small group activities, discussions, and individual interviews with 
different categories of youth, including some young men with same-
sex orientations. 
The usefulness of mapping techniques in relation to sexual activi-
ties and HIV/STI risks (and many other topics) is particularly evident 
in a recent study of “Migration/Mobility and Vulnerability to HIV” 
in four Indian states with relatively high rates of HIV (cf. Saggurti 
at al., 2008a; Saggurti et al., 2008b). In each of the study districts in 
each state, the qualitative data-gathering included mapping of points 
of concentration where large numbers of sex workers and/or migrant 
workers are found. In addition, the interviewers carried out “mobility 
mapping” of the individual sex workers and migrant workers, in order 
to establish patterns of short-term and longer-term movements, in-
cluding frequencies of moving. The research reports include a number 
of maps showing mobility patterns.
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Schensul and colleagues (1999) have discussed the uses of map-
ping as part of general ethnographic techniques of data-collection, 
noting that “ethnographic mapping is still underutilized and consti-
tutes an important first activity in getting to know a city neighbor-
hood, a rural community, or any other socio geographic area” (Schen-
sul et al., 1999:105). They have also provided detailed examples which 
can be used in training field researchers.
Social Mapping
Many research groups have found the technique of “social mapping” 
to be very useful, particularly in early phases of qualitative research. In 
social mapping, informants from the study community (usually small 
groups) are asked to draw sketch maps of their local areas, indicating 
various points of interest that may be relevant to the research project. 
Social mapping has been particularly crucial for the success of studies 
concerning locations of sex workers, injection drug users, men who 
have sex with men (MSM), and other “hidden populations” (cf. Pelto, 
1996; Pelto, 2005). Intervention programs can make effective use of 
social mapping for identifying hard-to-locate target populations, and 
to plan work areas for outreach workers.
Usually social mapping is done with several different groups, in 
different parts of an urban area or series of rural villages, and then the 
various maps are compiled into a more carefully constructed compos-
ite map of the study area. Social mapping products must always be 
checked through triangulation with some key informants, particularly 
with regard to the specific places of interest, such as “sex work hot 
spots,” special recreation areas, alcohol sales points, health practi-
tioners and facilities, and other special features. 
Social mapping is also used to gather descriptive data and termi-
nology about local features, as the informants discuss the points that 
they mark on the maps. Often local cultural vocabulary and attitudes 
about particular places and people emerge “spontaneously” during  
the mapping, which might not otherwise come to the attention of  
the researchers.
300 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
Group Discussions: Uses and Cautions
In the chapter on construction of gender and sexual identities (Chap-
ter 4), much of the data was collected through group discussions. The 
authors state that the same issues and questions were raised in all of 
the focus groups and interviews, discussions were open-ended and 
often involved compiling lists, and agreement and disagreement and 
the underlying reasons were discussed related to each of the questions. 
In reporting on group discussions, it is important to give clear de-
scriptions, where possible, of the processes and actions in the various 
components of data gathering. In some cases it can be useful to pro-
vide sketches and diagrams to illustrate certain activities. Photographs 
of the products of group work can also be used.
Researchers should be cautioned that for sensitive subjects  
such as sexuality, variations in masculinities, and domestic violence, 
group discussions often produce embarrassment, possibly ethical 
violations, and (quite often) misleading data. Misleading data can 
result when informants in the group situation conceal embarrass-
ing or sensitive data. That type of faulty data is especially likely in 
discussions of sexual behaviors among young women in South Asia 
and sub-Saharan Africa, who will generally feign ignorance of sexual 
practices. Helitzer-Allen and colleagues have documented significant 
differences between group discussions and one-on-one interviews  
of adolescent girls in an African context. In one-on-one interviews 
the girls revealed much more about their knowledge of condom  
use, the sexual behaviors of boys, and other details (Helitzer-Allen  
et al., 1994). 
Another weakness in some group discussion data occurs when the 
facilitator and/or data analysts focus on dominant themes and “con-
sensus,” neglecting critical examination of variations and contradic-
tory opinions. Also, in some group discussions, particularly in South 
Asia, socially dominant individuals may assert their versions of local 
realities, which other participants are sometimes hesitant to challenge 
or contradict. 
301QUALITATIVE AND QUANTITATIVE RESEARCH METHODS FOR UNDERSTANDING 
ISSUES OF MASCULINITIES, SEXUALITY, AND GENDER EQUITY
Search for Positive Deviants
Researchers in rural communities sometimes find that informants 
offer stereotyped opinions and descriptions of local “norms,” giving 
the impression that “everyone” adheres to the traditional patterns. 
Such stereotyped responses are especially common in relation to issues 
of gender, masculinity, and related emotion-laden topics. In those cir-
cumstances it is useful, in qualitative data-gathering, to make special 
efforts to find the “exceptions” or “deviants” who will express alterna-
tive beliefs and actions, perhaps seeking to change traditional patterns.
In many communities there are individuals who disagree with the 
traditional definitions of female and male gender roles, but they might 
not speak out in group discussions. Sometimes key informants, such 
as persons who have had exposure to “modern influences” (relatives in 
the city, or contacts with NGO workers), can help to identify infor-
mants who have adopted more egalitarian definitions of gender roles, 
or privately challenge other “dominant traditions” in local communi-
ties. The study of masculinities among migrant workers from Odisha 
(Chapter 6) illustrates how qualitative interviews can give important 
insights about the variations in people’s approaches to gender norms.
Attention to Intra-community Variations in Ideas and 
Behaviors
In both rural and urban settings there are always variations in people’s 
attitudes and behaviors, as a result of a wide range of influences. In 
all communities there are variations in physical resources, even within 
communities in which poverty is widespread. In rural communities 
there are always differences between landholders and landless fami-
lies, as well as other economic inequalities. Differences in geographic 
locations, occupations, and other factors lead some families to push 
their children to attain more years of schooling; while others in the 
same economic situations put less emphasis on education. Families 
in both rural and urban areas can have quite different levels of health 
and illness, some of which may reflect hereditary (genetic) variations 
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depending on social rules regarding marriage patterns. Those factors, 
in turn, may account for variations in cultural beliefs and practices. 
Many other well-known factors account for differences in people’s 
behaviors and cultural ideas. Religious affiliations and actual practices 
play very large roles in affecting sexual and gender role orientations 
as well as other areas of daily life. Membership in organizations, 
including women’s participation in self-help groups, can be related 
to differences in empowerment of women, as well as attitudes toward 
gender roles, appropriate occupations, and other culturally patterned 
actions. While these factors are often well known, the knowledge of 
their potential influence is routinely lost or not reflected in diversified 
program planning for health services. 
The data in some of the quantitative studies in this collection 
show significant variations in certain types of populations, including 
variations in the experiences of young women in the garment facto-
ries (Chapter 3) and the differences between rural and urban popu-
lations in characterizations of masculinity (Chapter 5). The study of 
Odisha migrant workers (Chapter 6) found significant differences 
between migrants and non-migrants in specific items concerning 
masculinity. Each of these studies points to the ways in which seem-
ingly fixed attitudes can be strongly affected by changing economic 
and social circumstances. 
Central Importance of Behavior in Data Collection
One area of weakness we have encountered in much qualitative and 
quantitative research in South Asia is excessive focus on attitudes and 
so-called “norms,” accompanied by lack of attention to actual behav-
iors. This problem, especially evident in data from group discussions, 
is one of the weak points in that data-gathering methodology. Group 
discussions would be subject to ethical violations (of confidentiality) 
if actual behaviors of the individual participants were probed. Con-
sequently the discussions often focus mainly on ideas and cultural 
expectations about gender roles, domestic relations, sexuality, and 
other topics.
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Getting in-depth data about actual behaviors is mainly achieved 
through careful probing during individual one-on-one interviews. 
Often it is considered a best practice to ask respondents about recent 
events and actions, rather than relying on questions about “what do 
you usually do?” For example, data-gathering with sex workers and 
men with same-sex orientations can be focused on activities of the 
past week. Concerning key behaviors, a productive type of question 
can be in the form of “Please tell me about the most recent time when 
you did that.” Or, “When was the last time this happened to you? 
Please tell me about it.” This type of question can be very informative 
concerning domestic violence, for example. 
Data about actual behaviors often reveal that people’s ideas about 
“norms,” intentions, and cultural expectations can be negated or 
modified by economic factors, social relations within extended house-
holds, health problems, and other influences. Studies about childbirth 
practices, for example, have found that significant numbers of families 
who expected to have a home-based delivery had to rush to hospi-
tal care; and some families who planned to have the childbirth at a 
medical facility found themselves forced by circumstances to have the 
delivery at home. 
Presenting the “Voices” of the Informants as Clearly as 
Possible
We have seen many reports of qualitative interviews in which the 
“voices” of the informants are obscured because the researchers 
presented only generalizations and “main themes,” without quoting 
directly from the informants’ statements. In order to present the data 
from individual informants and group discussions as clearly as possi-
ble, the following are essential steps:
•	 Direct quotes from informants should be presented as much as 
possible for each theme or generalization. 
It is very important to present opposing views and “deviant 
responses” in order to avoid giving stereotyped impressions that all 
these people are the same. If the interviewing and discussions are truly 
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“in-depth,” then effective probing 
will always identify variations and 
some “opposing views” on most of 
the major topics that emerge from 
informants.
A good rule of thumb for pre-
senting main points from qualitative 
interviews is to present at least two 
quotes from different individuals 
expressing a “dominant pattern” and 
then at least one quote from each of 
the “dissenting views.” In some cases 
there may be two approximately 
equal views/attitudes about a topic, for which one would then present 
approximately equal amounts of quoting on both sides of the issue.
•	 One or two paragraph “case examples” are useful for presenting 
the contextualized depiction of individuals who express or repre-
sent a particular theme or viewpoint. As in the case of individual 
quotes, it is best to present a “case” (individual) representing the 
dominant viewpoint or theme, and then a contrasting case, in 
which the specifics of the individual’s life situation or family back-
ground may give clues about why this individual is “different.”
•	 Certain key features of individual life situations are nearly always 
important data to present with the case examples. Those key 
elements can include sex, age, education, marital status, socio-eco-
nomic status, ethnic background, occupation, and sometimes 
other, locally significant characteristics. In both qualitative and 
quantitative research, these data should always be available in 
order to describe the life situations of individuals.
Qualitative descriptive studies generally require more words to 
effectively present rich contextual information, along with exten-
sive quoting from key informants and case examples. That is one of 
the reasons why anthropologists, many sociologists, and others who 
specialize in qualitative studies often prefer to write books, or publish 
“ It is now considered “best practice” to begin 
research projects with 
exploratory qualitative 
procedures, in order  
to carefully identify target 
populations and focus 
data gathering protocols 
effectively.”
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papers in collected works such as this volume. Journals that publish 
mainly qualitative studies often have more generous word limits. 
The Quantitative Side of Research Design
The techniques of quantitative (usually survey) research are well devel-
oped among researchers in South Asia and students graduating from 
many public health programs, and are much better understood than 
issues in qualitative methods. Several of the chapters in this collection 
exemplify techniques of careful sample selection and design of struc-
tured interview protocols. Some general points that are evident in 
varying degrees in this collection include the following:
As discussed above, it is now considered “best practice” to begin 
research projects with exploratory qualitative procedures, in order  
to carefully identify target populations and focus data-gathering  
protocols effectively. Data-gathering strategies and specific survey 
instruments must be carefully pre-tested. Interviewers must be well 
trained and supervised, and the completed interviews screened for 
gaps and errors.
All community-based surveys should include careful measurement 
of socio-economic status, age, and education as likely predictors of 
variations in key theoretical issues. Preliminary research in specific 
research sites is needed to identify other likely independent predictor 
variables. Complex variables such as “risky sexual behaviors,” “domes-
tic violence,” and “women’s empowerment” need to be operationalized 
by means of clusters of questions (items) that can be constructed into 
an index or scale.
Finally, the sensitive issues related to sexuality, masculinity, do-
mestic violence, and other topics in this volume can be made more 
understandable through effective quantitative studies, combined with 
the “reality presentations” embodied in qualitative, descriptive mate-
rials. Combining the two kinds of data is not easy, but the chapters 
in this volume show us some of the ways in which the “quant–qual 
combination” can give us clearer insights concerning pathways for in-
terventions and behavior changes—to lessen the harmful and oppres-
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sive effects of gender inequities, hyper-masculinities, and their adverse 
consequences for both men and women.  
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CHAPTER14
Researching Sexual  
Violence
Jill Astbury  
Jan Coles
In the 2002 “World Report on Violence and Health,” sexual violence 
(SV) was defined as: “any sexual act, attempt to obtain a sexual act, 
unwanted sexual comments or advances, or acts to traffic or otherwise 
directed against a person’s sexuality using coercion, by any person 
regardless of their relationship to the victim, in any setting, including 
but not limited to home and work”(Jewkes et al., 2002). 
The most severe forms of SV perpetrated are rape and attempt-
ed rape, but the notion also encompasses acts of trafficking for sex, 
female genital mutilation, all forms of unwanted sexual touching, and 
sexual harassment. This chapter focuses on research conducted with 
girls and women, who are disproportionately affected by SV (Jewkes 
et al., 2002).
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Having a definition of SV is useful and informs several lines  
of enquiry. At the same time, because SV is the least researched  
of all forms of gender-based violence (GBV) (Jewkes et al., 2002), 
the effort to understand and address the harmful and socially  
shameful phenomenon of SV must be rapidly expanded. A sound 
evidence base is indispensable for developing effective strategies  
and interventions for preventing SV and for responding to victims’ 
needs in diverse socio-cultural settings. Effective measures then  
need to be disseminated on a sufficiently wide scale to effect  
sustainable change.
The research agenda of the Sexual Violence Research Initiative 
(www.svri.org) has prioritized eight areas of research. These encom-
pass the nature, prevalence, social context and risk factors associated 
with sexual violence; appropriateness and effectiveness of sexual vio-
lence services; sexual violence prevention; sexual violence and restor-
ative justice; sexual violence in conflict and emergency settings; child 
sexual abuse; human trafficking for sexual exploitation; and female 
genital mutilation.
A problematic characteristic of the current research base is its 
strong North American bias. This means that the spread of research 
is geographically uneven. Evidence is sparse in a number of countries 
including those from South Asia and the list of topics that have been 
investigated is far from comprehensive (Wang and Rowley, 2007). 
This chapter will examine current research on SV that highlights: 
(a) links between ethical research and rigorous research; (b) evidence 
on the prevalence and health consequences of SV and identified gaps 
and methodological problems in current research with a focus on 
research from India and Bangladesh; and (c) why further attention 
needs to be paid to researcher trauma.
Links between Ethical Research and Rigorous Research
In all research involving human subjects there is a responsibility to 
respond to the ethical and safety needs of research participants. This 
responsibility is heightened when researching victim/survivors of SV. 
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Survivors of SV represent a particularly vulnerable group of research 
participants because of the traumatic nature of SV, the social stigma 
and other negative social attitudes expressed towards victim/survi-
vors, and SV’s multiple, negative physical, psychological, and social 
consequences. Investigating SV also poses physical and psychological 
threats to researchers, and these will be discussed in detail in the final 
section of this chapter. 
Questions about SV or any other form of GBV need to be asked 
in a supportive and non-judgmental way. Only skilled interviewers 
able to elicit and respond appropriately to disclosures of SV should be 
employed.
Sensitive questioning is intrinsically important because all hu-
man beings have a fundamental right to be treated with dignity and 
respect. It is also extrinsically important because supportive and 
respectful enquiry is inextricably linked to attaining the research goal 
of producing accurate, high-quality data. When victim/survivors 
feel judged or blamed they are unlikely to disclose the SV they have 
actually experienced. If there is a significant level of underreporting, 
erroneously low prevalence rates will inevitably result.
The relationship between ethical and safety considerations and 
the validity and reliability of research findings is probably more  
critical in SV research than any other kind of research because of  
participants’ past experiences and the impact these have on will-
ingness to disclose SV. This relationship cannot be diluted or side 
stepped by applying any specific type of research design or meth-
odological approach. The link between ethical and methodological 
aspects of research into SV pervades all research designs that depend 
on self-report. 
The World Health Organization developed ethical and safety 
recommendations for research on domestic violence against women 
that included sexual violence. These illustrate the many ways in which 
ethically sound research, involving participants and researchers, is 
connected with methodologically rigorous research. The eight summa-
ry recommendations were:
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•	 The safety of respondents and the research team is paramount and 
should guide all project decisions.
•	 Prevalence studies need to be ethically sound and to build upon 
research experience about how to minimize the underreporting of 
abuse. 
•	 Protecting confidentiality is essential to ensure both women’s 
safety and data quality.
•	 All research team members should be carefully selected and re-
ceive specialized training and ongoing support.
•	 The study design must include actions aimed at reducing any 
distress caused to participants by the research.
•	 Fieldworkers should be trained to refer women requesting assis-
tance to available sources of support. Where few resources exist, 
the study team may need to create short-term support.
•	 Researchers and donors have an ethical obligation to help ensure 
that their findings are properly interpreted and used to advance 
policy and intervention development.
•	 Violence questions should be incorporated into surveys designed 
for other purposes only when ethical and methodological require-
ments can be met.
If these recommendations were turned into questions and criteria 
for evaluating research, they would provide a valuable additional lens 
for appraising the quality of published research from India, Bangla-
desh and elsewhere. It is currently unknown how many Human Re-
search Ethics Committees use these criteria when reviewing research 
proposals on any form of gender-based violence.
Types of Research
The research designs and methodological approaches to the investi-
gation of SV are similar to those used in other fields of social science, 
health, and epidemiological research. Prevalence, risk factor, and 
health outcome studies are common, as are comparative or case- 
control studies where those affected by SV are compared with their 
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non-abused counterparts to determine whether they face increased 
risks of negative health and other outcomes attributable to SV. Ran-
domized controlled trials are also used to determine the efficacy of 
interventions such as exposure therapy for the alleviation of symptoms 
of posttraumatic stress in survivors of SV. In-depth qualitative studies 
of the experiences of victim/survivors of SV are also common, as are 
mixed-method studies that use quantitative and qualitative approach-
es. On the other hand, ethical and safety considerations preclude 
certain types of research such as prospective, longitudinal studies of 
child sexual abuse where it would be unethical to fail to intervene in 
the “natural history” of such abuse. Research is also precluded when 
informed consent cannot be given, as in the case of children or those 
with certain kinds of disability such as intellectual disability. 
Evidence on the nature, prevalence, and consequences of SV 
in India and Bangladesh comes from a variety of sources. Data on 
reported violence, known to be the tip of the iceberg (Jewkes et al., 
2002) of all cases of sexual violence, suggest that rates are increasing in 
the region. 
In India, violence against women is the fastest-growing crime, in-
creasing by 12.5 percent in 2007 when compared with 2006 (Nation-
al Crimes Records Bureau, 2007), with rape increasing 7.2 percent, 
molestation by 5.8 percent, and sexual harassment by 9.9 percent. 
These figures are likely to be an underestimate due, in part, to atti-
tudes that reinforce the low status of women, their subservient and/or 
exploitable position in society, and the influence of gender stereotypes 
(Howard and Lunn, 2009; Sharma and Gupta, 2004). 
Denial of sexual violence and 
reliance on rape myths, such as 
“if you are a good, modest Indian 
woman” (Mendari, 2010) sexual 
violence won’t happen, result in 
stigmatization of victims which 
makes reporting, responding to, 
and researching sexual violence 
difficult. 
“ Data on reported violence, known to be the 
tip of the iceberg of all 
cases of sexual violence, 
suggest that rates are 
increasing in India and 
Bangladesh.”
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Prevalence
Estimates of the prevalence of SV are highly variable and reflect 
differences in study focus, methodology, sample characteristics and 
sample size, geographical location, and level of gender disadvantage 
in different settings. Smaller studies from the 1990s reveal rates of SV 
that ranged from 19 percent for married women from Gujarat, India 
who reported forced marital sex (Sharma et al., 1998) to 26 percent of 
university students in western India who reported some form of sexual 
coercion (Waldner et al., 1999). The findings are not comparable be-
cause of different operational definitions of SV, with the former using 
a narrow definition of forced sex and the latter employing a range of 
sexually coercive behaviors of different severity.
More recent community-based studies from India utilizing much 
larger sample sizes have provided estimates of lifetime prevalence that 
range from 10 percent (IIPS and Marco International, 2007) to 17 
percent (Acharya et al., 2009). 
In Bangladesh, a population-based survey of more than 3,000 
women of reproductive age (15–49 years) revealed that 60 percent of 
rural and 61 percent of urban women reported “ever” being subjected 
to physical or sexual violence, and 44 percent of rural and 41 percent 
of urban women reported sexual violence, while 27 percent of rural 
and 26 percent of urban women reported both forms of violence 
(ICDDR,B, 2006). Another study on intimate partner violence em-
ploying a national sample of 2,677 married Bangladeshi women aged 
13–40 years reported that 75 percent experienced either physical or 
sexual violence. Of all the women who experienced some form of vi-
olence, 47 percent reported physical violence in the absence of SV, 24 
percent experienced both physical and SV, and 4 percent experienced 
SV only (Silverman et al., 2007a). 
Evidence on the prevalence of SV can be obtained from more 
general research into gender-based violence and a range of social, 
demographic, and health topics. For example, in the Indian National 
Family Health Survey (2005–06) it was studied in the context of fam-
ily health. Two-fifths of all married women aged 15–49 years reported 
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some violence, with 38 percent reporting physical violence and 10 
percent reporting sexual violence (IIPS and Marco International, 
2007). A more recent analysis from the same study identified younger 
age as a significant risk factor for higher rates of SV. Among young 
adult women who married before the age of 18 years, the lifetime 
prevalence rate of sexual marital violence was 12.8 percent, almost 
double that of their counterparts who married as adults (6.8 percent) 
(Raj et al., 2010). The importance of younger age as a risk factor is 
supported by the finding on married youth in India, where 17 percent 
of young married women reported SV (Acharya et al., 2009). 
The higher rates of SV among women who marry as adolescents 
are embedded within a web of adverse social, educational, and eco-
nomic factors. Compared with women who marry later, adolescent 
wives are more likely to have little or no formal education, live in 
poverty in rural areas with limited access to health care and limited 
mobility, to be 10 or more years younger than their husbands, and 
controlled and abused by in-laws. They are also more likely to ex-
perience adolescent childbearing, shorter birth intervals, and poorer 
reproductive and infant outcomes than their counterparts who marry 
as adults (Jejeebhoy, 1998; Raj et al., 2009; Raj et al., 2010). 
Significant differences in the prevalence of SV have also been ob-
served in different states in India. Acharya et al. (2009) observed that 
the rates of SV reported by young married women ranged from a low 
of 14.7 percent in Andhra Pradesh and Tamil Nadu to a high of 24.8 
percent in Bihar. A slightly different pattern emerged for a particular 
form of SV, namely SV on the wedding night, although the highest 
rates were still found in Bihar (48.7 percent). 
Gender differences in reporting rates of SV are also significant. 
Acharya et al. (2009) identified that young married women reported 
much higher rates of sexual violence than their male counterparts. In 
Andhra Pradesh, while women were only slightly more likely to report 
being victims of physical violence than the men who reported perpe-
trating such violence (19.7 percent versus 17.4 percent), they were 
three times more likely to report SV (14.7 percent versus 4.8 percent).
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In another study of more than 6,000 married men, 22 percent re-
ported they had sexually abused their wives without physical force and 
7 percent with physical force (Martin et al., 1999). By contrast, the 
husbands in a large study of 3,642 couples in North India were more 
likely to report having perpetrated sexual violence (17 percent) than 
physical violence (12 percent), while 9 percent reported both types of 
violence (Stephenson et al., 2006).
Whether the variations in prevalence rates noted above reflect real 
differences or are a function of methodological, sampling, or under-
reporting difficulties is unclear. The WHO paper “Putting Women 
First: Ethical and Safety Recommendations for Research on Domestic 
Violence against Women” (WHO, 2001) recommends that “violence 
questions should be incorporated into surveys designed for other 
purposes only when specific ethical and methodological requirements 
can be met.” “Sandwiching” a few sexual violence questions between 
lengthy questions or unrelated topics is likely to reduce women’s 
willingness to disclose and to result in inaccurate estimates of the 
prevalence of SV. Similarly, the specialized training of interviewers 
essential for ensuring that those asking questions about SV do so in 
a supportive and non-judgmental manner is far less likely to occur 
when SV represents only a tiny fraction of all the topics covered in 
the research. Even when questionnaires do not involve face-to-face 
contact, it is imperative that the language used is non-judgmental and 
does not contain any wording that could be construed as blaming or 
stigmatizing by research participants.
Several important questions also need to be answered in the initial 
design phase of a research project even when researchers are consid-
ering SV as one of a number of forms of gender-based violence and 
are not seeking to examine other topics. For example, is vital informa-
tion on the characteristics of different forms of SV and their specific 
impacts on women’s lives and health lost or forfeited when SV is only 
one of a number of forms of GBV being investigated? Has the inev-
itable tradeoff between depth and breadth that occurs when moving 
from dedicated studies on SV to more generic studies on GBV been 
carefully considered? To what extent is the decision not to focus on 
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sexual violence or to examine it only in relation to married women 
based on legitimate methodological grounds and to what extent is 
it based on perceived cultural barriers or difficulties associated with 
exploring this sensitive topic in other populations? Do funding and 
resource constraints and the research priorities of donors play a major 
role in the decision to do more wide-ranging research with multiple 
points of interest such as those included in Demographic and Heath 
Surveys, rather than single-focus research on SV?
Quantitative approaches to research provide very powerful means 
to define and measure variables of interest and to assess the strength 
and precision of the associations between such variables. Most of 
the research conducted in India and Bangladesh to date has been 
cross-sectional, so vital issues regarding causal sequence still need to be 
elucidated. The characteristics of qualitative approaches to researching 
SV complement those inherent in quantitative research. In particu-
lar, qualitative studies help to explicate the dynamics and contexts in 
which SV occurs, how it unfolds and affects individuals over time, 
and what it means to them. 
Qualitative research
Studies that employ qualitative methods are well suited to revealing 
how SV occurs with other forms of GBV and within contexts char-
acterized by gendered social inequality and ill treatment. They reveal 
how SV fits into a girl’s or woman’s life course and, particularly, how 
it is experienced and understood from the unique perspective of those 
most affected by it—women and girls themselves. The analytic reliance 
on the words used by victim/survivors rather than on the responses to 
a predetermined set of questions developed by researchers means that 
the experiential, symbolic, or metaphorical terrain of SV can open up 
in ways that go beyond the prior knowledge and expectations of the 
researchers, including the identification of new forms of SV. 
A study entitled “Constructions of Masculinities and Violence 
against Women” conducted for CARE, Bangladesh (Blanchet, 2001) 
is a case in point. This study and others like it help to deepen un-
derstanding of how the statistically significant associations between 
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variables such as early marriage, marital sexual violence, and adverse 
social circumstances measured in survey research translate and acquire 
particular meanings within the lived experience of individuals. 
Blanchet discusses the case of Lippi, who was married off at the age 
of 10 to her mother’s uncle, a man of 28 years and had lived with 
him from the age of 14 years. Lippi expresses the impact on her life of 
unremitting violence and abuse in the following words: 
I am like a flower whose petals have fallen off before being fully 
open.
The dynamics of her abuse point to interlocking forms of phys-
ical, verbal/emotional, and sexual violence which were exacerbated 
whenever she attempted to resist.
After beating me and hurting me like this, calling me whore 
and all kinds of names, he wants me to have sex with him but I 
don’t feel like going to him, so he hits me more.
Although Lippi’s marriage was not registered and she could not 
claim any compensation, she wanted to leave her husband following 
a particularly humiliating form of sexual violence that is not widely 
documented in the SV research literature.
The last thing he did to me was so humiliating. Last month, 
he came back from Dhaka in the middle of the day and found 
me asleep. He lifted my clothes and placed a hot chilli in my 
vagina. I woke up and screamed with the burning pain and 
neighbours rushed. I felt so humiliated. He said: “Why do you 
need to sleep in the middle of the day? You spent the night with 
your lover? That is why? Since you are so hungry for sex, I gave 
you something to satisfy your itch.”
Experiences characterized by entrapment, defeat, and humilia-
tion are potent triggers of depression in women (Brown et al., 1995) 
and SV encapsulates all three. Good social support can mediate the 
likelihood of depression and other psychological disorders, but in 
Lippi’s case no one supported her. Her mother warned her that if she 
317RESEARCHING SEXUAL VIOLENCE
divorced, people would insult her and say “nikkar magi, battarchara 
magi” indicating low morality and reputation; that she would damage 
the family reputation and “spoil four lives” if she left, including the 
marriage chances of a younger sister; and indicated that Lippi’s life 
was almost over anyway saying, “How many years are left for you? 
Soon you will be an old woman.”
At this time, Lippi was 20 years old, had already contracted 
syphilis from her husband, and miscarried due to violence in preg-
nancy. When Blanchet re-contacted Lippi a few months later she had 
lost weight and had taken poison to attempt to kill herself following 
another episode of marital violence. Lippi’s experience bears testimo-
ny to the meager value placed on her life and well-being, not only by 
her husband but also by her family and the society that allows such 
violations to occur to their female citizens.
Qualitative research, like Blanchet’s study of 122 men and women 
from four locations in Bangladesh that relies on narrative methods and 
in-depth interviews, is much more time-consuming than survey research 
with standardized questions. However, as the above case study of Lippi 
reveals, it can facilitate the emergence of richly layered phenomena. 
Allowing women to tell their stories in their own time and in their 
own words is respectful and can help to break the silence and shame 
often attached to SV. It allows a developmental chronology that spans 
extended periods of time to be elicited. Within such a chronology, 
survivors are able to express their understandings of the causes and 
consequences of SV, the results of their attempts to resist such vio-
lence, the mediating and contextual influences they consider import-
ant, and the role of external social constraints and significant other 
people in exacerbating or ameliorating their plight. 
No Bangladeshi evidence on the prevalence of the particular type 
of SV mentioned by Lippi could be located. However, other qualita-
tive research conducted in Bangladesh strongly indicates that Lippi’s 
experience is not unusual. In a mixed-methods study, Khan et al. 
(2000) found a prevalence rate of 14.5 percent for forced sex among a 
representative sample of 199 married women and presented firsthand 
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accounts of sexual violence that share many of the characteristics de-
scribed by Lippi. As one woman put it, “All my life I have been subject-
ed to this (forced sex). He always scolds and beats me for refusing him.”
Health Outcomes
The risk of experiencing sexual violence increases in relation to a num-
ber of other risk factors, many of which are highly interrelated and 
serve to compound the severity and duration of the SV that is experi-
enced. They include early age of marriage and first pregnancy, various 
forms of gender inequality including lower levels of education, disad-
vantaged socio-economic status, and lack of decision-making authori-
ty within the family. Together, these risk factors produce multidimen-
sional predictors of interlinked adverse health outcomes for women 
including poor mental and physical health outcomes. Of the physical 
health outcomes, most research to date has investigated reproductive 
and sexual health (Ram et al., 2009) focusing on married women. A 
small selection of health outcome studies will now be discussed briefly. 
Physical health outcomes
Several studies from the region have reported the negative impact of 
GBV during pregnancy on maternal and neonatal health. In Bangla-
desh, an estimated 14 percent of maternal deaths during pregnancy 
and following childbirth are associated with violence and injury (Save 
the Children USA, 2001). 
Pregnancy is a time of increased vulnerability for the mother and 
her fetus. Yet violence often continues and may become worse than be-
fore pregnancy. In a study of 203 pregnant women attending an ante-
natal clinic in Bangalore, India, 14 percent reported physical violence, 
15 percent reported psychological violence, and 9 percent reported 
sexual coercion in the previous year. Half of these women reported that 
the violence continued during their pregnancy (Varma et al., 2007).
Khan et al. (2000), in their study of 199 married women from 
two thanas of Gazipur district near Dhaka City, reported significantly 
higher infant death rates among women who had experienced phys-
ical violence and a higher number, not surprisingly, of unwanted 
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pregnancies. The impact and contribution of sexual violence to these 
outcomes is not reported. However, Silverman et al. (2007a), in a 
more recent study employing a large, nationally representative sample 
of married Bangladeshi women (n=2,677), noted that women who 
reported both physical and intimate partner violence (IPV) were at 
significantly increased risk of ever experiencing a miscarriage, induced 
abortion or a stillbirth compared with their non-abused peers. Those 
at highest risk of IPV were less educated, poorer, and Muslim. A 
further study illustrating the link between disadvantaged social status 
and spousal violence was undertaken in the urban slums of Bangla-
desh. Salam et al. (2006) examined the reproductive health impacts 
of spousal violence among 496 women. Of the 364 who had experi-
enced violence, 96 percent reported physical violence and 78 percent 
reported SV. Women reporting SV were significantly more likely to 
report having a gynecological disorder in their last pregnancy, to be 
suffering from a reproductive tract infection, and to have a husband 
who suffered from a sexually transmitted disease as well as being less 
likely to have used contraception or a condom.
 A community study from rural Bangladesh on food and micro-
nutrient supplementation of pregnant women, involving a sub-study 
on family violence and a two-year follow-up of the infants, provides 
additional evidence on the deleterious effects of physical, sexual, and 
emotional violence. Exposure to any form of violence was negatively 
associated with infant weight and length at birth and with weight and 
height for age at 24 months of age after adjusting for potential con-
founders (Asling-Monemi et al., 2009). In this study 50 percent of all 
women reported a lifetime experience of some form of family violence.
 A longitudinal study by Weiss et al. (2008), drawing on a pop-
ulation-based sample of women from Goa, India, reported that the 
highest rate of sexually transmitted infections was found in women 
who were married and exposed to sexual violence. Similarly, a Bangla-
deshi study examined the link between intimate partner violence and 
sexually transmitted diseases (STD) in a national sample of married 
women. It found that 38 percent of the sample experienced physical 
or sexual intimate partner violence in the past 12 months and that 
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this was associated with increased rates of STD symptoms beyond the 
risk represented by husbands’ STD alone (Decker et al., 2008).
Stephenson et al. (2006), in their study of 3,642 couples from 
North India, observed that women whose husbands reported perpe-
trating both physical and sexual violence or sexual violence only had 
significantly increased odds of reporting gynecologic symptoms com-
pared with their non-abused counterparts. Gynecologic symptoms in-
cluded bleeding after intercourse, abnormal vaginal discharge, urinary 
symptoms such as pain or burning during urination or frequent or 
difficult urination and pain during intercourse.
Another study from Goa examined the association of anemia, 
mental health, and gender disadvantage factors with chronic fatigue. 
Using a random sample of 3,000 women aged 18–50, Patel et al. 
(2005) observed that factors indicating gender disadvantage, partic-
ularly sexual violence by the husband and poor mental health, were 
strongly associated with chronic fatigue.
Mental health
The study by Varma et al. (2007) found that pregnant women with a 
history of ongoing abuse or sexual coercion had significantly higher 
rates of depression, somatic and post-traumatic stress disorder (PTSD) 
than their non-abused counterparts; and women who reported any 
form of violence had lower rates of life satisfaction. These findings 
flag the importance of separating out the effects of different forms 
and patterns of violence in examining health outcomes. Moreover, the 
severity of violence was related to the level of psychiatric disability. 
 In a further study of 105 women attending a psychiatric outpa-
tient unit of the National Institute of Mental Health and Neuro-Sci-
ences in South India, 56 percent reported a history of IPV, and 70 
percent of these women also reported sexual coercion. Compared to 
women without such a history, those who reported IPV had higher 
levels of PTSD and depression. Once again the severity of violence 
and sexual coercion was correlated with the severity of PTSD.
The severe nature of much of the reported SV is evidenced by the 
fact that the majority of respondents (33/50) who reported coerced 
sex had experienced multiple episodes. For example, a 28-year-old 
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women diagnosed with bipolar disorder, mania, with psychotic symp-
toms spoke of being gang raped:
Another time, a few people took me to a school. They opened my 
mouth and forcefully poured alcohol. Then they all raped me 
one-by-one. In the morning I was lying there with all my clothes 
torn. Somebody sent me home. (Chandra et al., 2003)
Besides severe mental illness, SV also contributes to significant-
ly increased rates of common mental disorders (CMD). Patel et al. 
(2006) investigated the role of gender disadvantage and reproductive 
health risk factors for CMD among nearly 2,500 women in Goa, 
India. Sexual violence by the husband more than doubled the odds of 
CMD. Other indicators of gender disadvantage were also associated 
with significantly increased odds of CMD, including being widowed 
or separated, having low autonomy in decision-making, low levels of 
support from family, and severe economic difficulties.
Gaps in the Research
Certain groups are underrepresented in the research base but are at 
high risk of experiencing SV. Sex workers and trafficked women, for 
example, are extremely vulnerable to chronic, severe SV over long pe-
riods of time as well as multiple other violations of their human rights. 
Women with disabilities are another under-researched but highly 
vulnerable group (Silverman et al., 2007b; Shahmanesh et al., 2009).
Most of the published research from India and Bangladesh concerns 
married women. The prevalence and health consequences of SV for 
unmarried women of all ages need to be investigated with a special focus 
on adolescent girls given the increased risk of SV associated with young-
er age and child marriage (Sahu et al., 2005; Patel and Andrew, 2001).
Sexual violence is used as a terror tactic in the context of commu-
nal violence in places like Gujarat (Khanna, 2008). This needs to be 
thoroughly documented and used to inform the provision of sensitive, 
confidential health care for affected girls and women.
The health consequences of SV during pregnancy for the physical 
and mental health of the mother and the infant health and develop-
mental outcomes of their children deserve to be better understood.
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Reproductive health, gynecological morbidity, sexually trans-
mitted infections, and other sexual health outcomes of girls and 
women who have experienced SV have been documented (Stephen-
son et al., 2006; Weiss et al., 2008), but further research that includes 
the mental health dimensions of various reproductive health out-
comes is needed.
Impacts on physical health more generally must be ascertained. 
One study revealed that SV by the husband was associated with poor 
mental health and chronic fatigue (Patel et al., 2005). Unless clini-
cians are aware of the multiple somatic effects of SV, they may mis-
attribute common disorders like chronic fatigue purely to assumed 
physical causes such as anemia. 
A number of studies using standardized measures of mental 
health have investigated common mental disorders and post-traumatic  
stress following SV. But with the exception of the study by Chandra 
et al. (2003), little qualitative research has explored the links between 
sexual coercion of women and the initiation or worsening of existing 
mental illness.
Further studies designed to evaluate the strength of the interrela-
tionships between SV, psychological disorders, and poor reproductive 
and sexual health outcomes, with adequate adjustment for known 
confounders, are critically important. 
The overall health burden imposed by SV is a cumulative one. It 
contains strands that represent its multi-systemic impact. Unless all 
these are considered, it is impossible to gauge the full extent of the SV 
burden on women’s health.
Finally, it would be helpful to have evidence from India and  
Bangladesh that addresses cultural and ethnic differences regarding 
the level and types of SV perpetrated, the specific socio-cultural  
circumstances in which SV occurs, and both risk and protective  
factors. These might include the level of community acceptance  
of rape myths in different groups, the social status of women and 
girls, norms of masculinity, and attitudes and sanctions towards  
perpetrators.
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Ethical and Safety Issues for Researchers
Ethical and safety issues in SV research are not restricted to a con-
sideration, no matter how thorough, of those that apply to research 
participants. For every potential issue that concerns research partici-
pants, a parallel one relates to the safety and the reduction of physical, 
psychological, and social risks to researchers. For example, where safe-
ty is concerned, the threat of retaliation from perpetrators affects both 
the victim/survivors who take part in research and the researchers 
who carry it out. In consequence, the ethical responsibility to protect 
confidentiality is heightened. 
Witnessing the consequences of sexual violence can be challenging 
and painful for researchers because they confront the suffering and harm 
caused by sexual violence as they undertake their research. This knowl-
edge can be traumatic and cumulative as researchers continue their work 
and may result in secondary traumatic stress or vicarious trauma.
Vicarious trauma in this discussion is defined as the transforma-
tion of the researcher’s experience as a result of empathetic and/or 
repeated engagement with sexual violence survivors and their trauma, 
expanding Pearlman and Saakvitne’s (1995) definition to include the 
researcher’s experience. Vicarious trauma affects people in different 
ways. The impact on researchers is related to the trauma they are 
exposed to, their own characteristics and history, the research meth-
ods they use, their support systems, and the context in which they do 
their research. It is a pervasive feature of working with traumatized 
people and can be triggered by either a one-off exposure to a signifi-
cant issue or repeated exposure to a range of issues and incidents. It 
can have a profound impact on individuals and be no less debilitating 
than the primary trauma (Pearlman and Saakvitne, 1995).
Researcher physical safety
Personal safety has been identified by sexual violence researchers as an 
important part of project design. Consideration should be given to 
the physical risks involved in data collection and to ways in which the 
physical safety of the researcher can be protected. These risks may differ 
for male and female researchers. Remote rural areas may be particu-
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larly difficult because of infrequent 
or unpredictable public transport 
and the provision of safe, affordable 
accommodation for researchers. Some 
Indian NGOs provide accommoda-
tion for researchers at their offices, but 
staying alone in an unfamiliar office 
or flat when researching an area where 
the perpetrators may be well connect-
ed politically or of higher or different 
caste can put the researcher at risk. Solutions have included consulting 
community experts on safety, excluding extremely dangerous neigh-
borhoods, having a safety plan and practicing it before entering the 
field, collecting data in pairs or working close together in the field, the 
timing of data collection (e.g., when the participants are alone and in 
daylight), dressing to be inconspicuous while collecting data and meet-
ing with participants in a mutually safe place, using a mobile phone or 
a whistle to get assistance, working with a trusted male driver and/or 
fieldwork escort, and organizing safe and trustworthy accommodation 
(e.g., with a family from a similar background) (Coles et al., 2010; Ells-
berg and Heise, 2005; Ellsberg et al., 2001; Hunter et al., 2004).
Researcher emotional health
Individual factors predisposing researchers to vicarious trauma have 
been identified. These include: younger age, female gender, personal 
history of violence, increased exposure to trauma and sexual abuse, 
and occupational stress (Craig and Sprang, 2009; Ghahramanlou and 
Brodbeck, 2000). Research with therapists shows that younger age, 
lack of trauma training, and caseload remained significant predictors 
of vicarious trauma (Craig and Sprang, 2009). 
All phases of research can be emotionally traumatic. This includes 
preparation for fieldwork, working in the field, and analyzing and 
writing up data. Researchers report feeling particularly ill-prepared 
for the emotional impact of their research (Coles et al., 2010). Emo-
tional responses to researching sexual violence include anger, guilt and 
shame, fear, sadness, crying, and feeling depressed. Sometimes these 
“ Researchers found the lack of resources for and/or 
interest by organizations 
and governments in 
providing services to 
sexual violence victims 
particularly distressing.”
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feelings include symptoms of vicarious trauma such as nightmares, 
fear, anger, irritability, intrusive thoughts, and difficulty concentrat-
ing. Researchers have described a changed world view where the world 
was an unsafe and dangerous place, because of their painful awareness 
of the impact of sexual violence and its repercussions. 
The working environment surrounding researchers is an import-
ant factor. Many organizations fail to recognize the potential impact  
on the researchers of undertaking sexual violence research and provide 
little or no support (Shah et al., 2007).
Researchers report feeling pressured to remain silent about  
their sexual violence research and the impact of sexual violence on 
women and children for political reasons, by government or pro-
fessional organizations or other powerful bodies in the community 
(Collis, 2005). This was particularly difficult when colleagues or 
professional organizations expected to advocate for women and  
children were complicit in discrediting sexual violence researchers 
and/or their findings.
The systematic neglect of victims was particularly distressing 
to researchers. Part of being involved with sexual violence research 
included recognizing that participants required services that they were 
unable to access or simply did not exist. Researchers found the lack 
of resources for and/or interest by organizations and governments in 
providing services to sexual violence victims particularly distressing. 
Training local health workers to respond to trauma may assist both 
victims and researchers (Garcia-Moreno and Watts, 2004).
Recommendations
Researchers have used a number of strategies successfully when re-
searching vulnerable populations. These include: emotional as well 
as cognitive preparation, setting up support networks, managing the 
interview, data collection and analysis, and ensuring the research made 
a difference (Coles and Mudaly, 2010; Connolly and Reilly, 2007; 
Dickson-Swift et al., 2008). Sexual violence researchers recommend 
preparation, regular debriefing (Bisson et al., 2000), support and super-
vision, psychotherapy and counseling, referrals to local mental health 
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professionals, research management, training and education, dissemi-
nation of their results to make a difference, and self-care activities. Self-
care strategies were personal and included: travelling, exercise, cooking, 
gardening, caring for family members particularly children, creative, 
religious and spiritual practices, relaxation techniques such as guided 
imagery, meditation, yoga and pranayama while undertaking research 
(Shah et al., 2007). Social support and acceptance by friends and fami-
ly was generally helpful; however, researchers expressed concern for the 
emotional well-being and potential vicarious traumatization of family 
members and friends who undertook this role (Coles et al., 2010). 
Strategies for Ethics Boards
There is debate as to whether ethics boards should consider research-
er safety in their deliberations (Dickson-Swift et al., 2005; Gillam, 
2005), but because trauma to researchers has the potential to affect re-
search outcomes, consideration of researcher safety should be included 
in the project design. When considering sexual violence research the 
following points are useful:
•	 Consider individual researcher risk. Is the researcher at high risk 
(e.g., female, young and/or inexperienced or untrained)?
•	 Has the researcher considered his or her own risk in undertaking 
sexual violence research and had the opportunity to opt out?
•	 Has the researcher developed a safety plan for physical safety and for 
recognizing and preventing vicarious trauma? Consideration needs 
to be given to the potential political implications for organizations, 
professional bodies, and governments and how this will be managed.
•	 Are there individual and organizational support systems in place, 
including supervision and trauma-sensitive counseling services?
•	 Has the organization undertaking the research considered the 
physical safety of the researcher when travelling and doing field-
work, and the accommodation provided?
•	 Are there positive outcomes for the researcher? How can the re-
search be applied to make a difference?
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Conclusion
The interactions of gender-based violence and the violation of wom-
en’s human rights are starkly apparent in the evidence on the high 
level of sexual and other forms of gender-based violence considered 
here. This indicates that SV results in a heavy burden of suffering for 
girls and women in India and Bangladesh, just as it does for women 
in other settings. Such suffering is manifested in unacceptably high 
rates of physical, reproductive, sexual, and psychological health prob-
lems that seriously reduce women’s human potential and undermine 
countries’ efforts to make sustainable gains in their development. This 
morbidity is preventable—not inevitable. 
All of the adverse health outcomes considered here have also been 
demonstrated in high-income countries. However, poverty and social 
disadvantage as risk factors for SV are more widespread in India and 
Bangladesh, and rates of SV are correspondingly higher, especially in 
Bangladesh. Yet tackling poverty alone will not reduce the prevalence 
of SV because it is inextricably linked with other social ills. Gender 
inequality must be tackled and eliminated because it is the basis of 
many forms of socially condoned ill treatment and injustice including 
the denial of educational opportunity to girls, the stifling of self-deter-
mination and personal autonomy, the inability to exercise reproduc-
tive rights, child marriage, relative impunity for perpetrators, and lack 
of effective legal recourse for victims. As long as girls and women are 
seen as lesser human beings than boys and men, there are few grounds 
for optimism that sexual violence will be eliminated. At the same 
time, increasing evidence on the prevalence and negative health effects 
of SV punctures the erroneous and offensive fiction that such violence 
either does not occur or does not matter. As such, evidence provides 
a powerful basis for advocacy on behalf of victim/survivors and for 
social, educational, and legal change.
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Ethical Issues in Research  
on Gender-Based Violence
John W. Townsend
Gender-based violence (GBV) is the ultimate expression of the 
consequences of power differentials based on social norms and cus-
toms, where a substantial proportion of women and girls, and a much 
smaller proportion of boys and men are subject to harassment, abuse, 
and violence because of their roles in the home and community. The 
complex nature of the social dynamics behind GBV poses a serious 
challenge in ensuring ethical practice in studies, primary prevention 
efforts, and the provision of quality services to victims of GBV. 
Within the framework for addressing GBV, rights perspectives are 
defined in conventions and international declarations (e.g., CEDAW, 
1979) as well as in local statutes and regulations (e.g., Sexual Offices 
Act in India 2003). In settings with more developed justice systems, 
litigation plays a role in disputes about the violations of rights of those 
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aggrieved as well as the rights and obligations of perpetrators and 
their intimate partners, and sets precedents about how statutes and 
regulations are interpreted by the courts. More often than not, local 
customs and traditions are followed in the absence of formal codes, 
such as the rights of marital partners, or where the social sensitivity 
of GBV ensures that cases are rarely reported to the police and courts 
or the health system. In addition, the context of research is critical in 
that efforts required to protect the welfare of participants may depend 
on how issues are studied, the nature of the episode of violence (e.g., 
child abuse, transactional sex or rape within marriage) and the poten-
tial consequences for participants. 
The legal and ethical basis for voluntary consent to participate in 
medical or scientific experiments was formally articulated in the In-
ternational Covenant on Civil and Political Rights (UN, 1966). More 
recently, the Declaration of Helsinki adopted by the World Medical 
Association (WMA, 2000) asserted that the well-being of subjects in 
research must take precedent over the interests of science and society. 
Currently there is a range of sources for guidance, including interna-
tional and national guidelines (e.g., CIOMS, 2002), training pro-
grams (e.g., FHI, 2009), academic 
reviews (e.g., Cook et al., 2004) 
and the precedent of decisions by 
relevant ethical review committees. 
The ethical principles that 
guide research involving humans 
are respect for persons, benefi-
cence, and justice. Respect for 
persons implies respect for their 
autonomy, privacy, and self-de-
termination, including protecting 
confidentiality and their right 
to choose whether to participate 
in the research. The principle of 
beneficence demands that both 
“ The principle of justice demands that there is an 
equitable distribution of 
the burden and benefits 
of research and that the 
victims of GBV as well 
as those at elevated risk 
of GBV, as particularly 
vulnerable groups, do not 
have to bear an unfair or 
disproportionate burden  
of risk.”
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the researcher and the participant have the opportunity to weigh the 
risks and benefits of the research, but the researcher has the addition-
al responsibility of ensuring that no harm is done. This includes not 
harming the interests of participants, such as avoidance of stigma 
as victims of GBV. The principle of justice demands that there is an 
equitable distribution of the burden and benefits of research and that 
the victims of GBV as well as those at elevated risk of GBV, partic-
ularly vulnerable groups, do not bear an unfair or disproportionate 
burden of risk.
Issues of equity in protections provided by the community against 
GBV or services to address its incidence are not isolated from the 
setting in which they occur. Inequity is not an individual condition, 
but one linked with relative social status. A reproductive justice 
framework for inequity would consider how the ability of any woman 
or victim of GBV to determine her own reproductive health welfare 
is linked directly to the conditions in her community—that is, to 
conditions that are not just a matter of individual choice and access 
(Townsend, 2010).
These rights principles tied to individuals and the notion of 
reproductive justice, which is social in character, are generally com-
municated with researchers during formal training on ethics in 
research and orientation to best practices, often through the use of 
case studies and discussion of how the principles apply to practical 
research, service, and community situations. The organization spon-
soring the research is ultimately responsible for ensuring compliance 
with accepted practices to protect the welfare of participants. Of 
particular concern in protection and consent are those whom society 
considers most vulnerable, including children and those for whom 
autonomous decision-making is legally constrained, such as women 
in more traditional societies and individuals for whom the state is 
directly responsible (e.g., those housed in refugee camps). As a conse-
quence, there are several special issues in the context of research and 
services on GBV. Some of these issues are discussed below (see also 
Townsend, 2005). 
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Informed Consent
Informed consent requires that participants know the goals and pur-
pose of the research, understand its potential risks and benefits and 
the procedures they may need to undergo, and are aware that they 
have the capacity to exercise a choice in providing consent. In the case 
of GBV, the involvement of minors in decisions on research partic-
ipation is particularly challenging. In many countries, minors may 
not actually provide consent from a legal perspective, merely assent 
or agreement, and their parents or guardians must provide consent. 
The capacity for consent is a function of maturity and social power, 
however, rather than of age. Sufficient maturity to provide consent 
for an interview is often judged by whether the young respondents 
understand the informed consent language and whether they exhibit 
mature behavior in other spheres of their lives—for example, do they 
live independently, do they have responsibilities that ordinarily would 
not be given to a minor?
In minimum-risk situations, parental permission may be waived 
when privacy and confidentiality are ensured, when more mature 
youths may provide informed consent, or when parental knowledge 
may place the youth at risk of questioning or even intimidation by 
their parents. Minimum risk is often defined as a situation in which 
the risk of participating in the research is no greater than that expe-
rienced in routine life activities. The risk of any research activity is 
increased by the invasive nature of questions, the experience of the 
respondents, and their living arrangements. For example, risks are 
increased if they are residing with a perpetrator or if abuse is evident, 
and if physical examinations not ordinarily required for medical care 
are part of the protocol. 
When conducting research on issues of gender-based violence, it 
is important to establish confidential assistance procedures for protec-
tion before initiating the research. Selected best practices in the area 
of informed consent include using interviewers trained to competency 
in the management of the informed-consent process, using simple, 
non-contractual language that is understandable to respondents, and 
335ETHICAL ISSUES IN RESEARCH ON GENDER-BASED VIOLENCE
offering a copy of any informed-consent documents to the respon-
dents, containing contact information for the principal investigator. 
It is often suggested that the interviewers make repeated efforts 
to ensure that respondents understand the purposes of the research 
and procedures they will experience. The more sensitive the topic, the 
more important it is to provide time for the respondents to gain confi-
dence in the interviewer and the process of dialogue. Conducting the 
interviews over several sessions allows respondents to decide whether 
they want to continue to participate. Also, follow-on sessions can give 
interviewers the insight they need to probe for greater understanding, 
thus increasing the potential benefits of the research. 
Participation of the Community
The participation of the community in defining awareness of GBV 
as a social issue and addressing and intervening in the prevention 
and remediation of GBV is critical. It is helpful to seek the advice 
and support of members of the community, such as civil, traditional 
or religious leaders, to gain insight into local norms and access to 
networks, as well as to debrief the community on issues that need at-
tention, thereby helping to ensure follow-up. The traditions in com-
munities and families play a key role in defining and implementing 
ethical practice, and local service providers, advocates, and victims 
could all make valuable contributions to understanding this process. 
The participants and the larger society should share in the benefits of 
the research—that is, eventual access to helpful information as well as 
effective services and social support. The relative roles of the com-
munity and the family in defining ethical practice and as gatekeep-
ers for care are widely debated in many countries. In cultures with 
strong community as opposed to individualistic value structures, it is 
important to acknowledge the role of community leaders in granting 
permission to conduct a study in the village or urban settlement, but 
individual respondents should still be given the responsibility for 
providing consent for their own participation in research or services 
they receive.
336 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
Legal Context
The role of the international and national ethical review committee is 
to ensure that the rights and welfare of participants are protected, and 
to ensure compliance with local ethical guidelines. In some countries, 
both the sponsoring institutions and individual researchers are legally 
liable if they do not make explicit efforts to follow best practices in the 
protection of respondents. There are other practical roles for the local 
ethical review committee as well. For example, they can play a key role 
in obtaining permission from the government to conduct the research 
and can give confidence to political leaders so that the research process 
is taken seriously. 
In the research protocol, details such as the type of respondents 
(e.g., victims, their caretakers, or advocates), residence patterns, the 
relationship of the participant to the perpetrator, and the site of data 
collection (e.g., home, clinic, or jail) should be explicitly stated. All 
participants, perpetrators as well as victims, have rights as informants, 
but each group may have a different voice and particular issues that are 
salient to them. There may be legal requirements for reporting cases 
of abuse, implications of knowledge of impending harm or increased 
risk of abuse, or special circumstances that may affect the benefit-risk 
ratio for researchers and participants. Sources of funding and potential 
conflicts of interest, which may bias the research, should also be made 
explicit. All participants should be aware of the limits of the investiga-
tor to safeguard the confidentiality of data obtained from informants, 
and the consequences of breaches of confidentiality, either during data 
management or as a result of inquiries by law enforcement.
Ensuring the Safety of Respondents and Interviewers
Ensuring the protection of respondents and interviewers from retalia-
tory violence by perpetrators is critical (WHO, 1999). Protecting the 
confidentiality of informants is one key to ensuring safety, but alone 
it is no guarantee. Generally, interviews should be conducted in a 
private setting with only one respondent per household. Every effort 
should be made to reduce the potential distress caused to participants 
337ETHICAL ISSUES IN RESEARCH ON GENDER-BASED VIOLENCE
by the research, including the potential for stigma and discrimination 
as a result of their participation in a study on GBV. The stress associ-
ated with collecting data on violence should not be underestimated. 
Best practice suggests that research projects should ensure that inter-
viewers learn about the potential risks of their jobs and have resources 
such as group debriefing, flexible time and individual counseling 
available to them as needed. 
Logistics planning and budgeting should consider the well-being 
and safety of both respondents and interviewers. For example, in-
terviewers and their supervisors should have a clear plan for locating 
respondents and interviewers during data collection (e.g., by having 
maps of the community and intended sample sites). They might also 
identify safe and acceptable locations for conducting the interviews, 
and interviewers might be provided with mobile phones to alert 
supervisors if they encounter difficulties. The completed research 
forms and logs should be kept in a secure place, and identifiers such 
as names and addresses of respondents should be removed from the 
completed forms to ensure that the identity of respondents and inter-
viewers is protected. 
Ensuring Benefits for Individuals
Ensuring benefits for individuals implies that the research has a 
sound methodology, is ethically justifiable, conforms to accepted 
scientific principles, and demonstrates adequate knowledge of the 
relevant literature on GBV. The principle of distributive justice 
implies that benefits of the research should be available, to the degree 
possible, to the respondents. For example, at the conclusion of data 
collection the interviewer may provide respondents with a pamphlet 
about GBV or information about the availability of services for 
persons who have been subjected to such behavior. Proactive referral 
of cases of coercion to responsible services and sources of support, 
where they might receive care if required, is a minimum ethical 
response to the report of GBV or related threats of violence. Being 
proactive implies that the receiving service center is made aware of 
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the study and is prepared to pro-
vide appropriate care to respon-
dents who will be referred. Where 
these services are not available, 
the research team may have to 
arrange for short-term support 
to be provided by the sponsoring 
organization. 
The Use of Findings in the 
Public Interest
While much of the discussion on 
ethics is focused on individual 
study participants, there are also 
larger social issues. The impor-
tance of the knowledge that may 
be reasonably expected to result 
from the research must be greater 
than the risks of the research. It is in the public interest to suspend 
the research if more than minimal harm is done to a participant, or if 
evidence mounts that the intervention being studied is clearly superior 
to the current standard of care and where resources are available to 
scale up more cost-effective interventions. This requires that research-
ers meet periodically during data collection to review the experience 
of interviewers and respondents and that preliminary data analysis be 
conducted to determine whether the expected benefits still outweigh 
the risks for participants. 
Moreover, the research should contribute to policy development, 
advocacy, and new intervention models to benefit the community. 
At a minimum, participants should be informed of the findings of 
the research, and individuals should be informed of any findings that 
relate to their health status. This may involve briefings with communi-
ty leaders and a formal mechanism for sharing findings with affected 
individuals. Assistance in the use of the data by the public and the 
“ Research organizations have the moral 
responsibility and legal 
obligation to follow the 
principles of respect for 
persons, beneficence, and 
justice. For individual 
researchers, learning about 
best practices in ethics 
requires special effort, 
such as explicit training 
and a review of specialized 
journals and materials on 
ethical issues.”
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media is also recommended to improve the accuracy of reporting 
results and to foster a responsible social reaction. 
Research organizations have the moral responsibility and legal 
obligation to follow the principles of respect for persons, beneficence, 
and justice. For individual researchers, learning about best practices 
in ethics requires special effort, such as explicit training and a review 
of specialized journals and materials on ethical issues. Poor practices 
are also likely to be glossed over unless explicit oversight mechanisms 
(e.g., field visits by supervisors and discussions with interviewers on 
compliance with informed-consent procedures) and responsibilities to 
identify breaches are developed and followed. 
The challenges for ethical practice include: strengthening  
training and ensuring research capacity on ethics; the identification 
of mechanisms for enhancing safety for informants and researchers 
as well as ensuring care and support for those experiencing GBV; 
sustaining links with community organizations for collaboration  
and follow-up on the recommendations of the research; and the 
sharing of results while preserving the confidentiality and rights of 
respondents. Research on GBV is difficult and may provide little 
benefit to individuals or society, and even represent a considerable 
risk, if it is not conducted in a fashion that respects the principles  
of ethical practice. 
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CHAPTER16
Masculinities, Male Sexual 
Worries, and Gender Equity 
in South Asia: What Have 
We Learned?
Pertti J. Pelto
The studies reported in this book range across a number of pop-
ulations and regions in Bangladesh and India. Taken together, they 
demonstrate that issues concerning gender relations and sexuality in 
South Asia have broad similarities arising from complex cultural and 
historical influences. The similarities in definitions of masculinity, 
male sexual anxieties, and patterns of domestic violence present an 
important frame of reference, but these studies also point to import-
ant variations. In examining some of the main lessons arising from the 
different research projects, we need to link this collection of studies to 
other recent research dealing with the same issues and topics. Putting 
these studies in Bangladesh and India together with other data from 
South Asia will help us to examine the possible avenues for dealing 
with the issues raised in these chapters. This concluding chapter will 
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also explore a small sample of intervention programs dealing with the 
issues raised in these materials.
From examination of the studies in this collection, along with 
other available research from South Asia, it is clear that sexuality and 
gender issues present a convoluted field of discussion and action. First 
of all, male dominance and double standards regarding sexual restric-
tions and freedoms are especially powerful throughout most of South 
Asia, in both Muslim and Hindu communities. In practice this means 
that powerful cultural expectations restrict the mobility, clothing 
styles, sexual behaviors, and other aspects of daily life for most wom-
en. Those restrictions and behavioral expectations place women in 
positions of dependency—controlled by fathers, brothers, and (usu-
ally) from an early age, by husbands. To mention only one important 
indicator of male dominance, rates of illiteracy and years of education 
show marked differences between males and females in most regions 
and communities throughout Bangladesh, India, Nepal, and Pakistan. 
In India the National Family Health Survey 3 (2005) found that 41.5 
percent of women were illiterate, while the rate for men was 21.9 
percent (NFHS-3, 2005–06). Sri Lanka is a notable exception to 
the general pattern in South Asia, with much higher rates of literacy 
among females (about 89 percent), compared to their counterparts in 
the other countries of the region. 
Despite the broad similarities in gender role expectations, male 
dominance, and masculinity reported in this book, it is important to 
note two caveats: 1) there are significant variations between regions, 
different castes and other sub-groups, different levels of socio-eco-
nomic status (SES), and between urban and rural populations; 2) 
rapid changes are taking place in most parts of South Asia, driven by 
a wide range of influences, including the general process of globaliza-
tion. Some of the influences and indicators are the rapid expansion of 
computerization and use of media such as radio, television, and cell 
phones. One striking example of the influence of globalization is in 
the rapid changes in women’s roles in parts of Bangladesh resulting 
from the growth of the garment industry, as described in Chapter 3. 
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Concepts of Masculinity Are Broadly Similar across 
South Asia
The reports in this collection clearly show that one of the main  
“drivers” of the patterns of sexuality and gender relations is the  
complex of attitudes, beliefs, and social institutions included under 
the label, “masculinity.” As described by Khan and Townsend  
(Chapter 5): 
Popular attributes of masculinity or manliness include  
strength, self-reliance, breadwinner, success, sexual interest  
and prowess, toughness, aggressive, dominant, potent, controls 
women, muscular body, daring, courageous, commanding 
respect … Although standards of masculinity differ across time 
in different cultural groups, it is always identified as different 
from femininity. 
It is important to note that “masculinity” is not a bundle of 
biological characteristics, but is a socio-cultural construct, distilled 
from the cultural histories of particular social groups. In militaristic 
societies, aggression and dominance are prime markers of masculinity; 
in highly religious communities, religious knowledge and observances 
can be prized elements of manliness; among business people, entrepre-
neurial skills and accumulating wealth are highly valued qualities.
Whatever special qualities and features may mark different 
cultural groups, sexual activity is a defining element of masculinity 
practically everywhere, including fathering children (particularly 
sons, in the South Asian context) and ability to attract females and 
to be “sexually successful,” which is defined by many males as having 
multiple sexual partners. In South Asian communities it appears that 
“real men” exert strong control over women, particularly wives; but in 
actual behaviors there can be wide variations, affected by many social 
and economic factors. 
Turning to the Indian context for comparisons with the Bangla-
deshi data, Verma and Mahendra (2004) have described masculinity 
concepts in a low-income neighborhood of Mumbai, saying that:
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The construct has a language and expressions that are used 
liberally to describe gender attitudes and sexual actions, as well 
as terms like ‘asli admi’ or ‘asli mard’ (real man) … ‘Asli mard’ 
was described in terms of physical, attitudinal and behavioral 
attributes … Good physical and handsome looks, muscular  
body and penis size emerged as crucial physical attributes of a 
‘real mard.’ 
In a study of masculinity, or mardangi, in Punjab, Dagar (2002) 
noted that a history of military involvement in earlier times has led 
to a special emphasis on weapons and violence not only to mark “real 
manliness,” but also as signs of family social status in the higher castes. 
She described:
Visible symbols of power and violence were endorsed in both the 
FGDs and individual narratives as manly, with the gun and 
the police uniform considered as representative of male power. 
These symbols not only reflected manliness but were also found 
to be associated with the social status and power of the family …  
Police officers were found to be role models for men and in de-
mand as bridegrooms. They were found to be models in physical 
appearance, conduct and control.
It should be noted that these concepts are particularly expressed by 
males in the study communities. As we would expect, women’s defi-
nitions of manliness are quite different from those of men, with more 
emphasis on “providing for the family.” Those differences are evident 
in Chapter 5 in this volume. As reported in that study, whereas men 
were more focused on power and sexual urge, women showed a greater 
concern for economic security and hard work.
Much the same orientation in women’s definitions of the  
“ideal man” has emerged in studies in India. Researchers in the  
Tathapi organization (an NGO) carried out a study in rural villages  
of western Maharashtra, which included collecting women’s lists of 
qualities of an “ideal man.” Table 16.1 shows a perspective much dif-
ferent from the Bangladeshi and Indian males’ concepts of “manliness.” 
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Chapter 6 in this volume shows that concepts of masculinities 
can be quite fluid and changeable, as evidenced by the differences in 
attitudes of migrant workers compared to non-migrants in the state of 
Odisha. 
The Burdens of Masculine Expectations Are an 
Important Lesson
There is a large literature, in South Asia and elsewhere, about the 
difficulties and sufferings of women under male domination. Re-
searchers have paid much less attention to the difficulties faced by 
males in managing the high expectations they encounter in becoming 
“real men.” Not all men are strong; not all are good-looking; and there 
are some men who, through birth or early experience, are drawn to 
gentler, more “effeminate” definitions of themselves. In a number of 
studies researchers have found many males who find it difficult to 
adjust to the demands of manhood. Concerns about sexual (physio-
logical) capabilities and qualities are widespread.
In a survey in Bangladesh reported by Khan and Aeron (Chapter 
7 in this volume) half of the men they interviewed reported worries 
about sexual matters, including inability to maintain an erection, loss 
of interest in sex, “poor quality of semen,” concerns about penis size 
TABLE 16.1 Rural women’s lists of qualities of an 
“ideal man” (N=32)
Qualities Number of responses
Looks after family 11
Works, earns well 11
Non-addicted (alcohol) 10
Good behavior 8
Talks well, convincingly 6
Understanding, listens to others 6
Affectionate, loving, caring 5
Does not look at other women; no extramarital relationships 5
Good-natured 5
Well-dressed 5
Mixes well with others, cooperative 5
Religious behavior 2
Cares for, listens to children 2
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and shape, and others. Similar worries were found by Schensul et al. 
(2004) in a low-income population in Mumbai, India. In their survey 
of 1,344 males aged 16–49, 44 percent of the men reported worries 
about sexuality including kamjori, (“tiredness,” referring especially to 
loss of interest in sex), erection problems, overly hasty ejaculation, 
and various concerns about quality and quantity of semen, including 
worries about nocturnal emissions (using the same word—swapna-
dosh —as the Bangladeshi men) (Schensul et al., 2004; Verma and 
Schensul 2004; Verma et al 2008). The researchers found significant 
relationships between these “non-contact sexual worries” and reported 
symptoms of sexually transmitted infections (STIs). Also they noted, 
“The wide range of non-contact sexual health problems are general-
ly not addressed by qualified government and private practitioners, 
which leads to a lucrative field of practice for unqualified, untrained 
providers” (Verma and Schensul, 2004).
Similar lists of men’s sexual worries emerged in analysis of tele-
phone calls to a sexual health “hotline” in Delhi, and questions sub-
mitted by young men to publications such as the magazine Debonair. 
An informal scanning of letters to the magazine found: 
leading concerns are about the size of sex organs, erections, 
ejaculation, masturbation and semen [quality and quantity] … 
The data from the telephone “hotline” and the letters to Deb-
onair [magazine] reveal two pervasive aspects of contemporary 
male sexuality: (1) there exist widespread anxieties associated 
with sexual matters, particularly fears of semen-loss and pos-
sible failures in sexual performance; and (2) a general lack of 
information about sexual physiology, basic reproductive process-
es, and other matters connected with sexual health. (Pelto et al., 
2000)
Ayurvedic Writings Are a Major Source of Concepts 
about “Semen Loss” and Related Psychosexual Anxieties
A Sri Lankan anthropologist, Obeyesekere, has described key Ayurve-
dic beliefs, particularly from the ancient Susruta Samhita. His data on 
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semen loss and related concerns were based on research in Sri Lanka, 
where the medical practitioners referred to this category of illnesses as 
“parameha” (Obeyesekere 1998). In much of South Asia these same ill-
nesses are referred to as the “dhat syndrome,” particularly by psychiatric 
personnel (Edwards, 1983). 
In Bangladesh one of the first detailed explorations of beliefs 
about sexuality and reproduction, including men’s concerns about 
semen quality and “semen loss,” was a study in the late 1970s by Ma-
loney et al. (1981). Their data from various parts of rural Bangladesh 
included informants’ statements such as: 
“Many boys almost destroy their health by continuous mastur-
bation. They become impotent and their semen becomes watery 
and light; then they get gonorrhea and urinary infection … 
Wastage of semen is detrimental to health because it is the ener-
gy of the body.”
The concepts and anxieties concerning semen quality and semen 
loss are not confined to South Asia. Kleinman (1988) has described in 
detail similar beliefs in China: 
Weakness in local Chinese communities connotes loss of vital 
energy (qi), a central theme in traditional Chinese ethno-medi-
cal theories. Excessive loss of semen, through masturbation or an 
overly active conjugal sex life, has always generated marked anx-
iety among Chinese because semen contains jing, or the essence 
of qi, which in turn is lost when semen is lost. This makes semen 
loss a potentially life-threatening illness … (Kleinman, 1988 
quoted in Bottero, 1991)
Consequences of Men’s Psychosexual Anxieties
In India a number of psychiatrists have reported treating many male 
patients whose psychological problems stem from obsessive concerns 
about semen quality and loss of this vital substance (Carstairs, 1957; 
Nakra et al., 1978). The sale of various patent medicines, tonics, and 
other cures for male sexual health problems is widespread throughout 
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South Asia, as illustrated in Chapter 8 in this volume. In rural Bangla-
desh, Hawkes and Hart (2003) reported on a carefully planned study 
of health problems at a newly established male health clinic: “Over 40 
percent of attendees reported psychosexual dysfunction as their main 
reason for coming to the clinic.” 
From these and other studies it is apparent that there is consider-
able expenditure of money for treatment of psychosexual problems, 
many of which are actually non-problems from the point of view 
of modern biomedicine. A more serious problem is that men with 
actual sexual dysfunction are getting the wrong treatments, based on 
traditional “folk remedies” or modern “quack medicines”—instead of 
counseling and appropriate remedial actions. 
Another serious consequence of male sexual beliefs and “masculin-
ity worries” is their expression in risky sexual behaviors and in ten-
dencies to greater domestic violence and spousal abuse. In Chapter 7, 
Khan and Aeron describe sexual worries and risk-taking among men 
in the urban slums of Bangladesh, in which they found significant 
correlations between sexual health anxieties and risky sexual behaviors. 
In these studies it is difficult to show that the sexual anxieties are caus-
ing risky sexual activities, as the time sequences of the reported be-
haviors are unknown. It is perhaps clearer to suggest that “causation” 
occurs in both directions. In some cases engaging in risky sex, includ-
ing going to sex workers, can be a cause of sexual anxieties; on the 
other hand, the beliefs quoted in that chapter support the possibility 
that the anxieties are also motivating men to go to “outside women.” 
Khan and Aeron noted that, “Men who had sexual worries were more 
likely to engage in risky sex in order to ‘test’ their sexual power and ability 
to perform satisfactorily.”
Researchers in Mumbai associated with the RISHTA project 
(Schensul et al., 2004) also found significant relationships between 
reported extramarital sex and anxieties about “weakness” and “semen 
loss.” They also reported a significant relationship between psychosex-
ual anxieties and spousal abuse. In the case of spousal abuse, it appears 
that anxieties related to masculinity are expressed through wife abuse 
and domestic violence.
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The high prevalence of perceived 
semen loss and “sexual weakness” 
anxieties throughout South Asia 
reflects the long-term effects of 
ayurvedic belief systems and prac-
tices, to which Islamic beliefs have 
added a further layer of religious 
ideas. Muslim informants in their 
discussions of beliefs about semen 
loss, dangers of masturbation, and 
other issues made frequent referenc-
es to the “will of God.” 
Hindu respondents in both 
Bangladesh and India have tended 
to refer more to purported physiological dangers of masturbation, 
rather than religious proscriptions (Maloney et al., 1981). In most 
respects, however, the beliefs appear to be quite similar across national 
boundaries and among the different religious communities: Hindus, 
Muslims, Buddhists (e.g., in Sri Lanka), and Christians.
Marital Sex: Variations in Male Dominance and 
Masculinity
When comparing the various studies concerning male dominance and 
marital sex, some significant variations are clear. One of the surprises 
in the Bangladesh data occurs in Chapter 10 concerning sexual vio-
lence in marital homes. Compared to several studies in India, it is an 
unexpected positive to find that two-thirds of the women who were 
interviewed in-depth reported an agreeable sexual experience on the 
first night of marriage. The data showed a clear association between 
“agreeable sex” and the extent to which the husband discussed the sex-
ual experience and related matters with their brides before engaging in 
sex. The women reporting these data were just as uninformed about 
sex as their counterparts in several other studies in India. 
The lesson from this study focuses attention on the importance 
of husband–wife communication. Many studies in South Asia have 
“ A more serious problem is that men with 
actual sexual dysfunction 
are getting the wrong 
treatments, based on 
traditional, “folk remedies” 
or modern “quack 
medicines”—instead of 
counseling and appropriate 
remedial actions.”
350 SEXUALITY, GENDER ROLES, AND DOMESTIC VIOLENCE IN SOUTH ASIA
reported high levels of fear, ignorance, and pain experienced by wom-
en in the first sex with their husband. In a study in Gujarat, Khan et 
al. (2004) carried out in-depth interviews with 25 recently married 
women, of whom only two reported that the “first night” was pleasur-
able. All the others reported fear, pain, and embarrassment. In another 
qualitative study with 69 women in rural Gujarat, Joshi et al. (2001) 
reported the following recollections of the first night:
Around one quarter said that they found their first sexual expe-
rience pleasant (though painful), and that their husband was 
patient, considerate and gentle on their wedding night. Howev-
er, the majority of the women (37 out of 69) were either scared 
or shocked … or resisted and avoided … the sexual advances 
made by their husband (Joshi et al., 2001: 185)
In both these studies from Gujarat in western India, the majori-
ty of the women reported relatively positive attitudes with regard to 
current sexual relations with their husbands. In most cases, the initial 
ignorance, fear, and pain have been transformed into pleasurable 
feelings, or at least moderately positive acceptance because, “It brings 
us close, we can share all our joys and sorrows. It also increases the 
understanding between a couple.”
The data reported in Chapter 10 in this collection raise the pos-
sibility that men in Bangladesh are somewhat more likely to commu-
nicate with their wives concerning sexual matters than is the case in 
some of the Indian communities.
Data on domestic violence (both physical and sexual violence) 
tend to show higher prevalence of wife abuse in lower-income fam-
ilies. In a study of poor families in Mumbai, George (1997) found 
that approximately half of her sample of 65 women reported beatings 
by their husbands. Much of the domestic violence, both physical and 
verbal, involved conflicts about sex, though many other issues also 
contributed to the violence. Despite the threats of physical harm, 
the researcher found that some women were able to refuse the sexual 
advances of their husbands. The most common factors leading to vi-
olence were excessive alcohol use and/or the husband was not earning 
income to support the family. Apparently women felt that if a man 
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does not support his family economically, then he has lost his right to 
demand sex. 
Male Dominance: Variations Attributable to Economic 
and Cultural Influences
One of the most important lessons learned from the studies reported 
in this volume, along with other recent research, is that major varia-
tions in male attitudes about “masculinity” reflect influences of eco-
nomic factors, including occupations, as well as cultural differences be-
tween rural and urban populations. Those factors come out especially 
clearly in Chapter 5 on the representation of the masculine identity in 
Bangladesh. This study presents survey data concerning definitions of 
male characteristics (masculinity) gathered from both rural and urban 
areas in Bangladesh. In key indicators, there are significant differences 
between the rural and urban samples. For example, in the item “[a 
man] maintains strict discipline in the family,” 79 percent of the rural 
men “completely agree,” but for urban males the “completely agree” 
drops to 63 percent. Similar differences between rural and urban males 
are evident in their response to the idea that a “real man” should be 
“ready to fight for honor.” Those are important differences, and this 
study shows that a considerable minority of Bangladeshi men, both ur-
ban and rural, disagree with the stereotyped definitions of “masculini-
ty. The fact that there are variations among the men makes it possible 
for researchers to test for relationships between “strong masculinity” 
and important contributing variables. The data in Chapter 6, concern-
ing differences between migrant and non-migrant men from an Indian 
state, also point to the importance of cultural and economic factors in 
shaping definitions of gender roles.
Changes in the lives of women garment workers in Bangladesh 
(Chapter 3) give us another example of the power of economic forces 
in modifying gender relations. Large numbers of unmarried garment 
workers feel they can have a major voice in choosing their marital 
partner, which is a large change in gender relations. Domestic violence 
has been repeatedly linked to male dominance and men’s exercise of 
their “masculine prerogatives.” It is instructive to examine the rates 
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of domestic violence reported by women in different parts of India, 
according to the National Family Health Survey (NFHS-3 2005–06). 
For example, for the variable “ever experienced any physical or sexual 
violence committed by husband” (women aged 15 to 49), the low-
est proportions are in the states of Himachal Pradesh (6.9 percent), 
Meghalaya (15 percent), Jammu & Kashmir (15.1 percent), Delhi 
(17.2 percent), Goa (19.6 percent), and Kerala (19.8 percent). The 
highest proportions are in Bihar (60.8 percent), Rajasthan (50.2 per-
cent), Madhya Pradesh (49.1 percent), Manipur (46.2 percent), Uttar 
Pradesh (45 percent) and Tamil Nadu (44.1 percent). These figures in-
dicate rather wide variations by region in men’s dominance behaviors. 
Interventions Aimed at Behavior Change Regarding 
Psychosexual Concerns
Some of the problems arising from masculinity concepts, gender 
inequities and related issues are being addressed in innovative inter-
ventions in South Asian communities. These explorations in behav-
ioral change add important insights to our understanding of the 
dynamics of gender relations and sexuality. In the state of Gujarat the 
Deepak Charitable Trust (DCT) initiated an intervention in 1998 
that focused on STI/HIV prevention, and also included a component 
concerning male psychosexual concerns. In informal group meet-
ings the DCT teams collected lists of statements and concepts about 
sexuality and sexual worries from young men in the villages (Lakhani 
et al., 2001). The intervention activities were lectures and discussions 
about male sexual physiology, including explanations about the body’s 
ability to produce plenty of semen and the fact that “semen does not 
get thin and watery.” Following the educational activities in the group 
meetings, the discussions with the young village men resulted in 
largely positive responses. For example, concerning changed attitudes 
about masturbation, the men listed benefits and advantages, including 
“prevents diseases, prevents AIDS, no harm to the body, no semen 
wastage, gives pleasure, better than going to sex workers where there is 
a risk of infections …” The model of addressing the psychosexual con-
cerns of young men, as demonstrated by the Deepak Charitable Trust, 
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was adopted by a number of other NGOs in Gujarat that are involved 
in HIV/AIDS prevention projects (Deepak Charitable Trust 2000).
The RISHTA project in Mumbai is another example of an inter-
vention aimed at both behavior change and better management of 
men’s psychosexual anxieties. The project included training of non-al-
lopathic (AYUSH) practitioners in three large low-income commu-
nities in Mumbai. Practitioners were trained to counsel their male 
patients about non-contact psychosexual worries, and also to refer 
men with probable STIs to clinics. At the same time, a Male Health 
Clinic was established, in which the allopathic doctors were trained to 
give counseling and physiological information, as well as treating men 
for any STIs and other infections and illnesses (Schensul et al., 2004, 
2005). The Male Health Clinic established by Hawkes and Hart 
(2003) has played much the same role in rural Matlab in Bangladesh. 
More recently other clinics for male health problems have been es-
tablished by other organizations. These clinic activities appear to have 
positive effects in spreading knowledge about psychosexual complaints 
and are particularly effective in counseling individuals. 
Programs Directed to Enhancing Gender Equity
Women’s empowerment movements and women’s rights campaigns 
have a long history in South Asia, and some of the components of the 
Indian freedom movement already included issues of women’s rights. 
The historian Wolpert (1997) has written that “Independence signifi-
cantly changed the legal status of Indian women, first of all by elevat-
ing them to the rights and privileges of citizens.” In 1955, the Hindu 
Marriage Law for the first time gave women the right to divorce and 
also raised the minimum age for marriage.
These actions were designed to lessen the large gaps between men’s 
and women’s rights and access to resources. On the other hand, these 
actions did not in themselves change men’s attitudes about “ideal 
masculinity.” In recent decades movements aimed directly at ideas 
of masculinity have emerged. In some areas men’s groups have been 
formed, aimed at extensive changing of male gender roles, including 
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definitions of the “ideal man.” The following quote from a newspaper 
article tells of one such organization:
A group of men’s writings on patriarchy, compiled into a book 
called Breaking Moulds, is ready for release on Sunday. What 
makes it unique is that these men belong to Purush Uvach set 
up in 1987 that works for equality of both sexes. The book hopes 
to be an eye-opener for Genext. (Express India, 2006)
The Purush Uvach organization, located in Pune, performs street 
plays about “eve teasing” and other male behaviors, and it publishes 
an annual magazine in which it writes about gender equity issues  
and campaigns for modifications of traditional concepts of mascu-
linity. Also in Pune, the Tathapi NGO has organized workshops  
and discussion groups concerning “Male Sexuality and the Construc-
tion of Male Identity” (Tathapi, 2001). The workshops in 2000 and 
2001 were intended “to clarify some concepts like gender, power, 
patriarchy, sexuality, masculinities …” In 2007 this network reached 
out to other regions through their “South Asia Traveling Seminar: 
Exploring Masculinities,” which visited 10 universities in Sri Lanka, 
Bangladesh, Nepal, Pakistan, and India. One important principle 
initiated by the organizers of the “traveling seminars” is the insistence 
on the concept of “many masculinities,” even in places where the 
dominant male image is the most prominent version of male roles 
(Southasianmasculinities, 2007).
Gender and Masculinities: Interventions in Schools
A program of direct interventions in Mumbai schools to foster more 
egalitarian concepts of masculinity was developed by a consortium 
consisting of the International Center for Research on Women 
(ICRW), the Committee of Resource Organizations for Literacy 
(CORO for Literacy), and the Tata Institute of Social Sciences (TISS). 
The program for changing stereotyped ideas about male and female 
roles is being carried out in 45 government schools in Mumbai, aimed 
at boys and girls aged 12 to 18 years. The intervention, referred to 
as GEMS (Gender Movement in School), has also been introduced 
355MASCULINITIES, MALE SEXUAL WORRIES, AND GENDER EQUITY IN  
SOUTH ASIA: WHAT HAVE WE LEARNED?
in Rajasthan and Goa. A central piece of this innovative program is 
a “workbook,” entitled My GEMS Diary, that includes games and 
tasks for “promoting gender equity with the children, by the children” 
(ICRW, 2009). The GEMS diary has a series of “tasks” and “points 
for discussion” that focus on household chores, games boys and girls 
play, and small cartoon stories that raise questions about girl–boy and 
sister–brother relations.
Earlier, a team from CORO for Literacy and the Population 
Council carried out a “gender sensitization” intervention with young 
men in low-income neighborhoods in Mumbai, which included 
group discussions, lectures, and videos. The topics included infor-
mation about male and female physiology, physical maturation, and 
issues about domestic violence, as well as men’s ideas of masculinity 
(Verma et al., 2006). 
Husband–Wife Communication: A Small Step toward 
Gender Equity
Many intervention programs concerning family planning, reproduc-
tive health, and other topics have found that the lack of communi-
cation between husbands and wives is a marker of male domination 
and an obstacle to behavior change. Saraswati Raju has reviewed some 
of the NGO programs that focused on improving husband–wife 
communication. She singled out an example in Gujarat in which the 
SEWA-Rural NGO organized “special programmes for newlyweds as 
a way to reach young couples with reproductive health information 
at a relatively early state … After marriage, the couples are brought 
out of their homes for a one-day Nave Dampati Mela (gathering for 
newlyweds)” (Raju, 1999). Other organizations, including Swaasthya 
in New Delhi, have also developed programs for young couples. These 
efforts are clearly important, as many researchers have noted the im-
portance of increased wife–husband communication as a mechanism 
for reducing gender inequities.
Most of the intervention projects that have focused on couple 
communication have been aimed at behavior change in family plan-
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ning. However, there is indirect evidence that these programs also 
have had effects regarding gender norms and equity. The most ambi-
tious of these projects has been the PRACHAR program in the state 
of Bihar, India. PRACHAR refers to “promoting change in repro-
ductive behavior.” By mobilizing some 30 local NGOs and providing 
them with training and resources, the program was able to “reach 
and influence more than 90,000 adolescents and 100,000 influential 
adults in 452 villages.” The program focused on giving young couples 
useful information and skills for “molding their own lives by working 
together to build a strong spousal bond and partnership at the begin-
ning, planning their families…” (Wilder et al., 2005).
Large-scale Community-based Interventions in 
Bangladesh
The most successful and sustainable programs have included multiple 
project partners, including both government and NGO involvements, 
and special attention to strong community participation. Effective 
community participation has generally depended on careful initial 
research in program communities, in order to identify local informal 
leaders and local organizations, and to identify appropriate local lan-
guage for behavior change messages. In Bangladesh BRAC (Bangla-
desh Rural Advancement Committee) has worked effectively in grass-
roots communities, empowering women through education programs 
and microfinance programs for fostering women’s income-generating 
opportunities. BRAC, the largest rural development NGO in the 
world, has gained international recognition for its innovative pro-
grams, many of which are focused on gender equity and prevention of 
gender-based violence. (BRAC 2014) 
On its website, the first item in a list of priorities states that “BRAC 
places special emphasis on the social and financial empowerment of 
women. The vast majority of its microloans go to women, while a 
gender justice programme addresses discrimination and exploitation” 
(BRAC 2014). Education programs sponsored by BRAC are also aimed 
at raising women’s knowledge and awareness of legal rights.
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The Grameen Bank program, originally launched in 1976 by 
Professor Muhammad Yunus (University of Chittagong), has also con-
tributed to gender equity campaigns, particularly through the large-
scale microcredit program that earned the Nobel Prize for Dr. Yunus. 
One example of Grameen’s innovative community-based approach to 
gender issues was its “Village Phone Program: 
In [the program], women entrepreneurs can start businesses 
to provide wireless payphone service in rural areas. This pro-
gram earned the bank the 2004 Petersburg Prize worth EUR 
100,000, for its contribution of Technology to Development.  
In the press release announcing the prize, the Development 
Gateway Foundation noted that through this program: ... 
Grameen has created a new class of women entrepreneurs who 
have raised themselves from poverty” (Wikipedia 2014).
Both the BRAC and Grameen Bank programs have placed 
strong emphasis on raising the income-earning and related economic 
capabilities of women. The data from several studies, in Bangla-
desh, India and other south Asian countries, provide evidence that 
increased income-earning opportunities for women can contribute 
to their empowerment, leading to more equitable gender relations. 
Studies of income-generating opportunities provided by microfi-
nance programs also support the importance of economic factors 
affecting gender equity.
What Have We Learned?
The studies presented in this volume, and other recent research in 
various communities of South Asia, give a disturbing picture of the 
serious problems for marital relations, individual identities, and sexual 
health resulting from the predominant beliefs and behaviors about 
masculinities and gender relations. In understanding these issues it is 
essential that we pay close attention to the variations in different re-
gions and within-community differences in marital behaviors, sexuali-
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ty, and expressions of masculine and feminine roles. Some of the main 
points that emerge from these studies include:
A number of studies (in this volume and other recent research) 
support the conclusion that “excessive masculinity attitudes” among 
males are linked to riskier sexual behaviors as well as increased spousal 
abuse, including forced sex. Thus, there is strong evidence of harmful 
consequences arising from higher levels of male dominance and heavy 
emphasis on male sexual prowess. The potential negative consequenc-
es are particularly serious in relation to the HIV/AIDS pandemic.
The findings concerning prevalence of men’s anxieties about 
sexual physiology, “semen loss,” and sexual performance show that 
concepts of masculinity, often linked to misinformation about sexual-
ity, are sources of serious risk for men’s health and well-being, as well 
as for their female partners. Programs that offer counseling and sexual 
health services for men (e.g., men’s health clinics) have been well re-
ceived and have led to changes in men’s sexual attitudes and behaviors. 
Issues of financing such gender-specific services have largely been left 
unaddressed, but will become more important as plans for scale up of 
promising intervention models are proposed.
A small number of intervention programs directed at changes in 
male gender roles and definitions of masculinities have shown con-
siderable promise, and the lessons from those innovative programs 
should be evaluated and explored in various social environments.
Intervention programs aimed at increased male participation 
in family reproductive health matters, including antenatal care and 
decisions about family planning, have demonstrated good results, 
including some lessening of male dominance in family decision-mak-
ing. These programs provide models for interventions that should be 
widely adopted and modified as necessary in different social environ-
ments of South Asia. 
There have been some promising explorations in improving 
spousal communication, especially through programs for newlyweds. 
Those efforts should be greatly expanded, and innovative projects 
should explore the feasibility of including explicit information on 
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“healthy and equitable sexual prac-
tices,” in addition to the usual focus 
on family planning. 
The school-based programs 
for modification of young people’s 
views of gender roles, such as the 
GEMS program in Mumbai,  
should be expanded to different 
contexts, in different parts of South 
Asia. Very little has been done 
about gender role orientations 
within school curricula, so the 
possibilities for significant behav-
ioral changes need to be explored in 
more projects. This area particularly 
needs further research about the dynamics of behavioral and attitu-
dinal changes, in order to identify the types of interventions that can 
have the most impact.
The more productive intervention programs have included an 
initial period of carefully planned qualitative, descriptive research, in 
order to provide detailed knowledge of the communities and popula-
tions involved, as well as quantitative surveys to establish baselines for 
later evaluations. The mixture of qualitative and quantitative research 
in connection with behavior change has become standard practice in 
programs aimed at improved gender equity and general health and 
welfare of populations. 
There is now evidence, in a number of recent studies, that scaled-
up programs aimed at reduction of male dominance attitudes, beliefs, 
and behaviors can have important positive effects on both men’s and 
women’s reproductive health. The programs for improved gender 
equity can also have beneficial effects on other issues such as family 
planning and prevention of the spread of HIV infections through the 
reduction of risky sexual behaviors.   
“ A small number of intervention programs 
directed at changes in male 
gender roles and definitions 
of masculinities have shown 
considerable promise, and 
the lessons from those 
innovative programs 
should be evaluated and 
explored in various social 
environments.”
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Men in patriarchal societies like Bangladesh and India frequently consider it 
acceptable to exert complete “control” over their wives. Such dominance often 
leads to physical violence against women, including beatings and forceful sexual 
relations. Men justify such behavior on various grounds—for example, when 
women do not obey their husbands, insist that they use condoms, or seek an 
abortion without their husband’s consent. Among unmarried young women, 
harassment in the workplace includes verbal abuse and sexual assault. On the 
positive side, the garment industry has become a major provider of social and 
economic opportunities for many young women, enabling  working women to 
become more involved in decisions regarding financial security and marriage.
    Focusing mainly on Bangladesh and India, the 16 chapters in this book 
explore such topics as marital sex among newly married couples, socioeconomic 
and sexual security of women garment workers, gender and sexual identities 
of young men, sexual risk-taking behaviors of men, prevalence and nature of 
domestic violence against married women, and ethical issues in research on 
gender-based violence. 
    While the studies presented in this book paint a disturbing picture of the 
serious problems for marital relations resulting from beliefs about masculinities 
and gender relations, the final chapter in particular points to promising results 
from a small number of programs aimed at increasing men’s participation 
in decisions about family planning, reproductive health, and communication 
between husbands and wives. Programs for improved gender equity can also 
have beneficial effects on preventing the spread of HIV infection through the 
reduction of risky sexual behavior.
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